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In keeping with increasing national demands on organizations to demonstrate effectiveness of mental health services
for the chronically mentally ill (CMI) across the nation,
Barren River Mental Health/Mental Retardation (BR MH/MR) undertook an assessment of programs which provide services to this
population.

This necessitated the employment of a client

outcome measure to determine the effectiveness of these programs
and services to the CMI's.

After an extensive perusal of the

instruments currently available, a decision was made to construct a new assessment instrument in a behaviorally anchored
rating scale format to meet the unique needs of BR MH/MR.
Prior to the development of this measure, the staff was using
only a global index of client functioning.

The initial

utilization of this new scale which contained 29 items
involved a purely descriptive analyses of client caseloads.
The administration changed its focus to a utility analysis
which necessitated the establishment of the scale's psychometric properties.

Content-oriented test construction, i.e.

content validity, was substantiated through the scale's
developmental process and the inclusion of the therapists
who would later be using the measure in the process of

vii

construction.

An original sample of CMI clients (n=86)

provided a set of ratings upon which principal component
factor analysis and stepwise multiple regression procedures
were computed.

These analyses yielded five meaningful factors

within the items of the new instrument.

The results of these

analyses were also used to construct three videotape interviews upon which indices of inter-rater reliability were
computed (n=21).

Internal consistency correlations were

computed on the two samples yielding values for the dependent
measures ranging from .605 to .958.
ranged from .048 to .87.

Inter-rater reliabilities

The client outcome measure with the

global measure provided minimal psychometric evidence for
convergent validity.

Within the client outcome measure,

analyses indicated that 19 out of 29 items provided the best
psychometric set as a total scale, while the inclusion of the
other 10 items may be warranted for descriptive clinical
information.
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Introduction
Barren River Mental Health/Mental Retardation (BR MH/MR)
Board represents a typical community mental health facility
offering diversified programs with a wide range of services
for a number of client populations within a ten county area.
Community demand for its services has steadily increased,
producing heavy caseloads--particularly due to the large
group of chronically mentally ill who continue in these
centers over the years.
With such growth it has become increasingly difficult
to assess the progress of various components of the center
without a formal means of collecting, organizing and evaluating data on clients and programs.

Despite the obvious merit

of implementing such a system, few community mental health
centers have committed themselves to using an evaluation
program.
However, faced with accountability for their programs
offered to the public and under demands to demonstrate the
impact of the program on chronically mentally ill clients,
BR MH/MR undertook the task of installing a formal data collection, management, and evaluation system.

From a financial

point of view the decline of state funding and the reduced
availability of external grant funding to support programs
further dictated this decision. There existed a need for identifying
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and diversifying financial support for programs and stipulating budget controls based upon cost-effective evaluations of
the programs under which the chronically mentally ill were
being treated (Smith and Sorenson, 1974).
Under their proposed evaluation system, the outcome of
therapeutic intervention could be evaluated providing the
therapist with a continuous profile of client functioning on
characteristics deemed to be of significance as well as
delineating group patterns of response tc treatm=_It.

Such

feedback would be beneficial to supervisors and top management
as well.
To meet the center's objectives, three major areas of
information for use in evaluation of the chronic care population were developed.

They were (a) a complete description

of the catchment areas for these programs by each of the ten
counties, (b) an expanded utilization of the current management information system (MIS), and (c) the development of a
client outcome instrument which would assess the dimensions
of clients deemed critical by their therapists.
The analysis of the psychometric properties of reliability and validity for the client outcome instrument was
the focus of this thesis.

The client outcome measure was

developed in a behaviorally anchored rating scale (BARS)
format.

Indices of inter-rater and internal consistency

reliabilities as well as content and convergent validities
were established.

Literature Review
Evaluation of Community Mental Health Centers (CMHC)
The Kennedy Administration in 1963 brought to focus the
long awaited Community Mental Health Center Act, an

the

federal government began an investment in an alternative
system to hospital care for the mentally disabled.

In July

1975, Public Law 94-63 (CMHC Amendment) mandated continuing
federal, state, and community cooperation in the prevention
and treatment of mental illness through the establishment of
ongoing clality assurance programs (Schulberg, 1977).
During 1970 to 1975 the number of CMHC's increased
resulting in a shift in the locus of care from the hospital
to the community (Goldman, Regier, Taube, Redick and Bass,
1980).

Since that time, thousands of mentally handicapped

patients have been discharged from mental hospitals and are
currently living in community settings.

As the number of

psychiatric patients living in the community has increased, so
too has the interest in researching the community treatment
of these patients grown.

The presence of large numbers of

these patients in the community necessitated the development
of treatment modalities for the chronically mentally ill (CMI)
As a result, community treatment programs began to be implemented on a widespread basis (Test and Stein, 1978).

3

4

The assessment of the feasibility and effectiveness of
community treatment of the chronic patient has become a major
focus in mental health research, largely due to the
increased need to demonstrate accountability in the face of
limited resources from state and local governments, third
party payors, and National Institute of Mental Health (NIMH)
grants.

Funds for human services are extremely vulnerable

to cutbacks, and lack of accountability has become a major
mechanism for the justification of the reductions.

Definition of Chronic Mental Illness
There is no single operational definition of what constitutes

chronic mental illness as exemplified by

the variety of classifications and definitions to be found
The chronically mentally ill

for this group (Talbott, 1980).

(CMI) suffer from severe and persistent or recurrent mental
illness with accompanying social and vocational disabilities.
There are between one and four million CMI patients in the
United States (Talbott, 1980).

Typically these disorders

interfere with the individual's functional capacities in
relation to the primary aspects of daily life (self-care,
interpersonal relations, work, and school) and often necessitate prolonged hospital care (Goldman et. al., 1980).

The

existence of certain mental or emotional disorders prevent
or erode the emotional, social, and intellectual development
of the individual--consequently preventing economic
self-sufficiency for the persun.

S

Three factors - diagnosis, disability level, and duration The

appear to offer legitimate variables for classification.

diagnostic populations which predominate the CMI clients are
psychotic disorders (e.g., schizophrenia), major affective
disorders (e.g., manic depression), and organic brain syndrome
diagnosis (e.g., Alzheimer's disease) (Minkoff, 1979).

In

addition, other clients may manifest personality disorders
(now termed borderline disorders) which can lead to chronicity.
Several major health problems such as alcoholism and drug
abuse disorders may impede treatment of psychotic disorders
or lead to chronic and disabling conditions themselves.
The disability level of a client can be judged in many
areas of life.

Minkoff (1979) defined disability as "total

or partial impairment of instrumental (i.e., vocational or
domestic) role performance."

Section 102(7) of the Develop-

mental Disabilities Services and Facilities Construction Act,
as amended in 1978, defined disability as a condition that
"results in substantial functional limitations" in three or
more of the following areas: self-care, receptive and expressive language, learning, mobility, self-direction, capacity
for independent living, and economic self-sufficiency.
These "functional limitations," while reasonable in their
general descriptions, have proven difficult to operationally
define.

Chronic disability has been objectively defined by

social service agencies in determining eligibility for supplementary payments.

The Social Security Administration
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defined disability as the inability to engage in any substantial activity due to a disorder which has lasted or can
be expected to last for a continuous period of not less than
twelve months (Department of Health and Human Services
Steering Committee on the Chronically Mentally In, 1980).
An individual must not only be relevantly diagnosed and
disabled to be declared chronically mentally ill, but must also
maintain these symptoms which require agency services for
an extended duration.

Clients who spend one year or more

in residential care clearly qualify as CMI's; however, at
least fifty percent of the CMI's are not continuously hospitalized (Goldman at. al., 1980).

The Community Support

Program of the National Institute of Mental Health (1977)
offered the following criteria for determining benefit
eligibility for non-institutionalized CMI's: a single episode
of hospitalization in the last five years of at least six
months duration or two or more hospitalizations within a
twelve month period.

Hospitalization is not the sole cri-

terion for determining chronicity.

Some additional indivi-

duals have received services as CMI's from a medical or
mental health professional solely on an out-patient basis,
or they have received no treatment despite the fact that they
possess disabling mental health problems which may lead to
institutionalization (Turner and Tenhoor, 1978).
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Assessing Programs for the Chronically Mentally Ill
This heterogenous population of individuals makes adequate
assessment of the impact and effectiveness of services to
them very difficult.

Each mental health center has proceeded

with its own treatment objectives, operational definitions,
and measures; consequently, there is no standard method of
evaluation.

This individuality prevents efficacy comparisons

due to different treatment objectives and varied therapeutic
approaches among therapists and centers.
Satisfactory outcome of treatment is often defined differently by clients, clinicians, training institutions,
legislators, professional organizations, consumer advocates,
and the community.

The assessment of appropriateness and

quality of intervention is limited; anl. therefore, the
application of a standardized outcome measure is difficult
due to these diverse viewpoints and therapeutic approaches.
The purpose of evaluation of CMI's is to determine the
efficacy of services.

It is necessary to justify commitment

of economic and manpower resources by demonstrating the
effectiveness of particular techniques used by a center in
its efforts to prioritize investment of dollars in services
and approaches which maximize client improvement.
Examining client outcomes.

The National Institute of

Mental Health (1977) outlined three exemplars of the range
of possibilities for use of outcome information.

Monitoring

the client's level of functioning by recording a global

8

rating of each client's level of functioning at admission
and at each subsequent contact is one example, thus providing
a periodic overview of the efficacy of the center to produce
improvement, as well as a basis for tentative cost outcome
comparisons of different treatment approaches which may lead
to usage of more efficient decision-making in allocation of
program resources.

Another use of outcome information is to

provide feedback to the therapists.

When therapists receive

feedback comparing the outcome of their own clients with the
distribution of outcomes for the entire CMHC, changes are
subsequently evidenced in their average outcomes (Kiresuk,
1973).

Feedback is a useful part of a continuing inservice

training and supervision of outpatient therapists.

A third

use allows the center to examine the relationship between
resources allocated for a particular type of client/agency
with amount of change achieved, thus providing management
with information regarding the utility of a particular program.
Few CMHC's systematically examine client outcomes.

How-

ever, the CMHC movement is based partly on the premise that
severely disturbed patients can be treated more effectively
through early crisis intervention in or near the home than in
a state hospital.

The data available to substantiate this

claim is minimal.

Therefore it is even more important to

evaluate programs and services to verify or discredit the
reasons for deinstitutionalization.
Many experimental studies examining the outcomes for
psychiatric patients of (a) alternatives to hospital admission,
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(b) modifications of conventional hospitalization or (c)
alternatives to continued long-term hospitalization lack
adequate psychometric indices.

Furthermore, there is insuf-

ficient description of "ordinary hospital care" and the
nature of the care received by the hospital group.

There

is usually a biased selection of patients in many of the
studies which linits thr degree of generalizability.

There

is also insufficient information about the conditions of
drug therapy before and after hospitalization, as well as a
lack of validated diagnostic criteria (Braun, Kochansky,
Shapiro, Greenberg, Gudeman, Johnson, and Shore, 1981).
Due to the methodological shortcomings of many studies,
only tentative conclusions regarding the relative effectiveness of institutional versus community based treatment can
be discussed.

Test and Stein (1978) reviewed various corn-

munity alternatives to in-hospital treatment on several
outcome variables - time out of the hospital and readmission
rates, psychiatric symptomatology, psychosocial functioning,
and client satisfaction.

After noting the diversity of

treatment modalities, duration of treatment, and methods for
outcome measurement

they concluded that community treatment

initially results in less time spent in the hospital, but
after one year the difference disappears.

They also found

no difference in the amount of symptom reduction and psychosocial functioning.

These studies compared institutions to

one of three types of community based treatment: (a) in-home
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service, (b) day hospital, and (c) community clinical treatment.

Within each of the community-based treatments, there

exists variability in client populations, treatment modalities
and treatment goals.

These comparative studies provide little

data on specific client dimensions since they emphasized
global comparisons.
Deinstitutionalization, from a sociocultural perspective,
has failed to bring about increased psychosocial functioning
and reintegration into community life (Estroff, 1981).

Patients

are still dependent on staff and social institutions for their
resources such as social security, insurance, housing, and
jobs.

Consequently, many CMI's are unable to care for them-

selves in the community.
Many studies show relatively little difference between
the effects of institution and community-based treatment
alternatives.

This indiscrepancy and the lack of data to

fully substantiate the CMHC movement, necessitates continuing
evaluation.

The tentative conclusion to be drawn is that a

need exists for continuing care in tha community for the
chronically mentally ill and these clients need to be accepted
back into the community.

Therefore community mental health

centers need to move to meet the demands of expanding progress
necessitated by the 1975 CMHC Amendments (P.L. 94-63).

How-

ever, program and case management to monitor client change
becomes increasingly more difficult without a formal data
collection system, evaluation, and feedback system for
therapists and administrators.
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Evaluation of Programs by Client Outcomes
With the increasing emphasis on accountability within
mental health facilities, those facilities offering treatment programs are being asked to document progress towards
established goals (Stake, 1976).

The evaluation of individual

programs measure programmatic relevance and outcomes according
to predefined criteria for success (Bachrach, 1980).

The

various programs of a CMHC which are providing continuing
care services to the CMI's are evaluated to determine their
effectiveness and the extent to which the program goals are
met.

Frequently the major goals of these programs are to

reduce client admission and/or readmission to state psychiatric hospitals and to encourage maximal independent functioning.
The focus of treatment is on quantifiable changes in the CMI
clinical status or level of functioning.
The selection of an appropriate client outcome instrument
to demonstrate change poses a unique set of problems for a
community mental health center.

Many such instruments exist--

some with established indices of reliability and validity
where reliability refers to the degree of consistency or
agreement between two sets of independently derived scores
and the extent to which a set of measurements are free from
random error variance and where validity refers to the proportion
of true variance that is relevant to the purpose of the
measurement procedure (Cascio, 1978).

In the varied array

of instruments available are some with multiple dimensions
and others with single rating evaluations.
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Some outcome measures assess how a client is functioning
in general, while others provide specific information on a
particular area of functioning.

The measurement of multiple

dimensions of outcome are essential to capture significant
changes in client functioning.

Evaluations that focus on

one outcome dimension may fail to detect relevant program
effects on other aspects of client functioning (Clark and
Friedman, 1982).

Additionally, outcome measures may vary with

respect to the person providing the measurements and the
type of quantification procedure used.
on the time frame used.

Measures also vary

The assessment may take place at a

particular point in time or the measurement may involve
examining change over a specified time period (Green, Gleser,
Stone and Seifert, 1975).

A survey of these measures indicate

two types: the general puspose scales and the special purpose
measures.
General purpose scales.

The Global Assessment Scales

provide a single item global rating of client functioning on
a continuum of psychological health/sickness at a specified
point in time.

The scale ranges from one to one hundred with

one being the hypothetically sickest possible and one hundred
representing the healthiest.

This rance allows the rater to com-

bine many elements of psychopathology into a single, clinical
index of severity of illness (Endicott, Spitzer, Fleiss and
Cohen, 1976).

This scale allows for comparison of the level

of functioning of clients' entering different programs as
well as indexing sensitivity to differential treatment
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effects.

The scale is easily administered but lacks informa-

tion on progress of individual clients toward more specific
problem areas.
The best known method of individual goal attainment is
Goal Attainment Scaling (GAS) (Kiresuk and Sherman, 1968).
This method measures program success using individual client
goals rather than a common measuring instrument for all
clients.

Therefore, it is not appropriate to make comparisons

and generalizations across clients because there are subjective sets of goals between each therapist-client relationship.

Goal attainment scaling is best considered a quality

assurance tool for individual therapist-client dyads rather
than as a mechanism for determining effectiveness of specific
programs (Fiester, 1979).

Instruments focusing on common

client dimensions are more useful in assessing program
effectiveness.
The Symptom Check List (SCL-90) is a self report, ninetyitem Likert scale which assesses the degree of severity of
psychological and physical symptoms (Derogatis, Lipman and
Covi, 1973).

It has demonstrated reliability and high con-

vergent validity with analogous measures from other tests
(Dinning and Evans, 1977).

It is useless as a screening

device because the symptoms described are excessively broad,
and it does not provide the therapist with enough focus on a
select group of factors across clients.

It has the advantage

of being machine scored but requires excessive time for
completion.
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The Katz Adjustment Scale consists of five factorially
pure scales that measure symptoms, performance of social
roles, expected social role performance, performance of
leisure time activities, and expectation regarding these
activities (Katz and Lyerly, 1963).

These scales are com-

pleted by either the client or informant and require a
substantial time commitment due to their lengths.

They

have not been used to as5ess outcome of treatment.
The Personal Adjustment Role Skills Scale developed by
Ellsworth (1975) is a five-item scale designed to evaluate
the outcome of mental health care.

It provides information

on social activities, interpersonal relationships, self-care,
financial responsibility, and employment activity.

The scale

is completed by a relative or knowledgeable third party.
This scale lacks information pertinent to chronic mental
illness.
The Psychiatric Status Schedule is a standardized interview schedule designed to elicit information regarding
symptomatology, role functioning, use of leisure time, daily
routine, and drug and alcohol use (Spitzer, Endicott, Fleiss
and Cohen, 1970).

It has demonstrated reliability and

validity but requires a major investment in time to complete.
It is not a useful method for monitoring change and level
of program effectiveness.
The Periodic Evaluation Record and the Psychiatric
Evaluation Form requires judgment ratings of a patient's
functioning during a one week period (Endicott and Spitzer,
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1972).

The information is elicited from interviews with

clients, informants, case records, etc.

These methods are

not appropriate for continuing appraisal.
Special purpose measures.

The special purpose instru-

ments available in the literature do not always adequately
assay the factors unique to a CMI population for a particular
mental health group.

These scales are more appropriate for

specific target populations, i.e., alcoholics and drug abusers,
inpatient geriatrics, assessment of specific areas of living
(social adjustment) or the measurement of continuity of care
provided to clients as they moved among or stayed within
particular services which focus on therapeutic dimensions
only (Bass, 1972).
In general, the instruments aforementioned are deficient
in assessing the unique dimensions of particular community
mental health centers.

Each CMHC operates with its own

objectives and predetermined definitions of chronicity.
Therefore, developing a standardized outcome measure to
suit its individualized needs may be more appropriate than
using a scale that currently exists in the literature if none
seem available after extensive examination.

One common form

of measurement employed in developing an instrument is a
behaviorally anchored rating scale.

Behaviorally Anchored Rating Scale (BARS) Development
The behaviorally anchored rating method is a multidimensional, behavior-specific rating scale which provides
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raters with unambiguous performance dimensions on which to
rate clients.

Test and Stein (1978) suggested that the deve-

lopment of a client outcome measure be sensitive enough to
measure community adjustment that includes indices of daily
living skills, social activity, interpersonal relationships,
quality of life, employment, living arrangements, and symptomatology.

The construction of a behaviorally anchored rating

scale can satisfy these objectives.
When constructing such a scale, there is intense rater
involvement throughout which ensures acceptability of the
resulting scales, a commitment to make them work, and scale
relevancy for the needs of the raters.

The items are phrased

in the language of the therapists and therefore yield anchors
that hopefully have similar meaning to all raters (Landy and
Barnes, 1979).

The advantage to having the ultimate users

of the scale involved in its development is tantamount in
deciding the type of scale to be constructed.

The BARS

method yields more information than simply numbers and
adjectives and therefore provides appropriate feedback to
both the therapists and administration (Smith and Kendall,
1963).

The ideal raters in this situation are the therapists,

for they have extended opportunity to observe the client in
situations in which they are likely to show the characteristics
on which ratings are taken (Thorndike and Hagen, 1961).

In

order to adequately measure the goals of a particular program,
the raters need to be intimately involved with its outcome.
The use of family members and informants is inappropriate
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in this context.

Relevancy of contact rather than frequency

is the critical factor in determining who should complete
the ratings.

The therapists interact with the clients in

situations relevant to the dimensions being rated; therefore, the ratings are more valid in their evaluations (Landy
and Farr, 1980).
The use of a non-behaviorally anchored rating scale would
falsely assume that the therapists are operating within a
similar frame of reference in regard to rating the heterogeneous CMI population and that their inferences provide
similar ratings.

The BARS method provides sufficient infor-

mation to avoid ambiguous ratings if the constructed anchors
are clear and straightforward.
The original Smith and Kendall (1963) procedure cal s
first for the developmental group to name and define the
major components of performance for the behaviors in question.
Then, using these definitions as guides, the participants
are asked to describe specific behavioral episodes that
illustrate both effective and ineffective performance within
each of the apriori factors.
The developmental group, i.e., the raters, indicat

in

their own terms what kind of behavior represents each level
of each discriminantly different characteristic.

Each rater

must be 'sold' upon the desirability of completing the ratings
honestly and carefully (Smith and Kendall, 1963).

The degree

of face validity (appropriateness of test content) ,:hat the
scale possesses usually ensures rater acceptability.
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The process of retranslation is used to check the items'
clarity and specificity.

Retranslation is an iterative

technique that is used for dimension and item identification.
The process uses judges representative of those who would
later use the scale for developing unambiguous anchors.

After

the initial identification of important dimensions of performance, critical incidents of behavior illustrating effective,
average,and ineffective performance are generated.

The next

step is to sort the randomized examples of performance into
the dimensions which they best represent.

There should be

clear agreement regarding the aimensions to which the
behavioral examples belong, and if a dimension lacks an
example, then it is deleted.

The next step involves placing

a scale value on each behavioral example.

After scale imple-

mentation. means and standard deviations are computed for
each example.

Items in the final scale for each dimension

should have mean scale values covering the entire range of
performance and low standard deviations (Cascio, 1978).
Following this examination of the data, items are retained
or discarded, frequently on an arbitrary basis.

The anchoring

procedures may affect the resulting means and standard
deviations of the behavioral examples, as well as the final
item scale variances

Mandy and Barnes, 1979).

The outcome of this procedure is a set of performance
dimensions desicnated consistently and unambiguously by th
potential raters and a number of scaled behavioral examples
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selected consistently as illustrative of these important
dimensions (Dickinson and Tice, 1977).

Following Smith and

Kendall's original retranslation procedure is a long and
arduous task.

Therefore, many test developers use a simpler

derivative of the original in developing their own scale.
The advantage to any scaling procedure rests upon the
degree of psychometric effort put forth in its development,
as well as

the amount of participation of those individuals

who will be using the final instrument.

Such a scale when

developed may superficially fit the needs of a center but
has limited generalizability.

If the center's administration

wishes to use the scale to make formal decisions, the scale
must be subjected to reliability and validity tests.

Reliability and Validity
To assess the psychometric properties of the instrument,
three determinations are necessary: (a) the establishment of
the degree of inter-rater reliability considering the sources
oc ,l.rror commonly as,...:ciated with appraisal systemE

(b) the

determination of the internal consistency of the instrument
and (c) the determination of convergent valid'Ly by comparing
ratings using this instrument with ratings of the same individual on a different scale (Rosinger, Myers, Levy, Loar,
Mohrman & Stock, 1982).
Reliability can serve to estimate the precision of a
particular procedure as a measuring instrument.

Test scores

must be consistent if they are to be related to other variables
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with any degree of confidence.

The more important the

decisions based upon the instrument, the greater the need
for precision and confidence, and the higher the required
reliability coefficient (Wesman, 1952).
Reliability can be based upon several types of evidence,
and each type of evidence suggests a different interpretation
(Standards for Educational and Psychological Tests and Manuals,
1974).

Inter-rater reliability and internal consistency of

the instrument are two types of evidence.

Each one yields

important information regarding the use of the scale or
information about the contents of the scale itself, respectively.
Inter-rater reliability is an index of the amount of
agreement among raters across dimensions in evaluating a
client's performance.

It also provides an index for the

relative usefulness of a scale, indicative of tie degree
to which ratings on an individual from two or more sources
tend to converge (Jacobs, Kafry and Zedeck, 1980).

This

type of reliability can be operationalized (a) as an intraclass correlation coefficient which reflects the reliability
of a single rater's rating or the reliability of the average
of several rater's ratings (Burnaska and Hollman, 1974), (b)
as the presence of significant ratee main effects within
formats using different raters which yields a sizable proportion of rating variance in a Rater x Ratee x Dimension
analysis of variance (Friedman and Cornelius, 1976), (c)
as correlations of ratings between pairs of raters for each
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ratee across behavioral dimension ratings (Bernardin, Shells,
Smith and Alvares, 1976), or (d) as the standard deviation
of ratings for a given dimension across raters (Keaveny and
McGann, 1975).
Mitchell (1979) suggested the most appropriate index
for establishing the degree of inter-rater agreement is the
intraclass correlation because it provides a more direct
index by correlating the scores of one ratee by all raters.
The determination of rater agreement is shown by correlating
all possible pairs of raters across all items and then calculating a separate correlation for each item across all
raters.

This index reflects a variance ratio which is a

ratio of variability on the same item to variability on different items plus error.

The studies that have employed the

Pearson correlation coefficient between pairs of raters
yielded results insensitive to rater differences in the
levels of ratings (Bartko, 1976).

The evidence of high

correlations among rater pairs may be misleading since
significant mean differences might exist between raters in
levels or ratings.
Inter-rater reliability will index the degree of commonality of ratings across raters.

One method of assessing

inter-rater reliability is to employ videotaped scenarios for
rating.

Videotape interviews that encompass the parameters

with sufficient variability deemed critical by the raters are
used to check if raters are discriminating in the same way.
The use of case vignettes provides an operational description

.11

of the variables being judged and lessens idiosyncratic perceptions and interpretations (Taylor, Haefele, Thompson and
O'Donoghue, 1970).

In a typical community mental health center,

it is unlikely that many therapists are seeing the same set
of clients;and, therefore, it is difficult to have many raters
rate a single client to assess inter-rater agreement.

The

use of videotapes may be an artificial way of portraying a
therapist-client dyad; however, filmed performances are
usually rated the same as live performances (Lifson, 1953).
Substantiation for videotaping is provided by Krawiecka,
Goldberg and Vaughan (1977), who reported in a Scandinavian
journal reliability measures based on psychiatric ratings of
videotaped interviews with ten known psychiatric patients.
By using eight five-point scales to assess chronic psychotics
and changes in conditions, the results evidenced high interrater reliability and an instrument sensitive to change.
The exact numbers were not reported in the abstract summary.
Additionally, Platt, Weyman, Hirsch and Hewett (1980) obtained
results from a recorded interview which was very similar to
those made at a live interview.

Using the Social Behavior

Assessment Schedule (SBAS), the results evidenced high
agreement based on an already structured interaction between
subject and interviewer.
Employing videotaped performances with known and realistic behaviors provides a means for studying various aspects
of rating accuracy and rating errors (Borman, 1977).

Behavior-

ally anchored scales are less influenced by response set bias
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when skilled clinicians rate the same observed behavior.

It

is assumed that they share the same cognitive framework when
they are judging the same behavior sample (Taylor et. al.,
1970).

The psychometric quality of rating data is diminished

by increased degrees of halo effect and restriction of range.
These variables, as well as other response biases, serve as
an index for the relative usefulness of a particular rating
scale.
Borman (1977) defined halo effect as the tendency for
raters to restrict their ratings of a target person across
the behavioral dimensions.

For each rater, a standard devia-

tion is computed for each ratee, which reflects the spread
in those ratings across dimensions.

According to Thorndike

(1920), halo effect is indicated by a high mean intercorrelation between different dimensions of behavior.

Halo effect

is the result of a rater's inability to differentiate among
different behavioral dimensions.

Minimum halo is evidenced

by high inter-rater reliability and low scale intercorrelations (Taylor et. al., 1970).

Leniency and severity error

(two types of range restriction) are indicated by a rater's
use of extreme ends of the rating scale and the rater's
failure to differentiate among ratees in evaluating their
effectiveness (Guilford, 1954).

For each rater, mean ratings

and standard deviations are computed.

A low standard

deviation for a rater on a dimension indicates high range
restriction (Borman, 1977).
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To avoid the appearance of response set biases, rating
scales should have behavioral anchors but no trait labels.
The labels that introduce an item or a set of items create
response sets that the definitions and anchors are unable
to eliminate.

Examination of the intercorrelations of

ratings made with labels and without labels is the test
for the response sets (Landy and Farr, 1980).
To increase the accuracy of rating behavior, a training
program that focuses on reducing errors of judgment that can
occur when one individual observes another is suggested
Different types of

(Latham, Wexley and Pursell, 1975).

training programs exist to increase skills in observing,
recording and evaluating behavior.

If a training program is

not designed appropriately, it can result in lower levels of
leniency and halo effect, but without improvement in rater
accuracy (Fay and Latham, 1982).

Some organizations might

be unwilling, for economic and administrative reasons, to
allow their employees to participate in an extensive training program, which may lead to higher levels of response
biases without a reduction in rater agreement.

Borman (1975)

suggested that making greater distinctions among different
performance categories may lead to a decrease in interrater reliability.
Inter-rater reliability reflects the accuracy of rating
behavior while internal consistency reliability is concerned
with the degree of item homogeneity.

The inter-item
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consistency is influenced by content sampling and heterogeneity of the behavior domain sampled.

The more homogeneous

the domain, the higher the internal consistency (Anastasi,
1976).

For a multidimensional measure, internal consistency

(inter-iem correlation) should be high within dimensions.
The ,tmount of correlation between the item responses
within one tc.-7t is indicated by the coefficient alpha.

This

method is based on item correlations which estimate the
average of the reliability coefficient that would be obtained
from all possible ways of subdividing the items on a test.
The variance or scores on each item and the variance of the
total test are used to estimate the reliability of the test.
The advantage of this method is that only one test administration is needed and thus avoids the problems associated
with repeated testings.
Another method fot ,aetermining the degree of item
relatedness is factor analysis.

Factor analysis represents

a varied set of rre- thematical procedures for analyzing the
interrelationship among a set of variables and for explaining
the relationships in terms of a smaller number of variables
called factors.

This procedure facilitates understanding of

the nature of the test.

If the behavior domain sampled is

predominately homogeneous, then a relatively smaller number
of factors will emerge to represent scale interpretation
(Allen and Yen, 1979).
Factor analysis on the initial items, according to Smith
and Kendall (1963), usually reduces the number of dimensions.
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However, Kavanagh and Duffy (1978) factor analyzed their field
data which resulted in the expansion of the number of dimensions in the scale, exemplifying a discrepancy between theory
an

application.
The evaluation of the usefulness of a scale includes

factor analyzing the data to determine if the dimensions,
identified in scale construction, are appropriate.

Factor

analysis is useful to ensure the independence and discriminability of the dimensions.

Content validity can be further

understood by factor analysis.
The validity of a test is concerned with what the test
measures and how well it does so.

Validity must be determined

with reference to the particular use for which the test is
being considered (Anastasi, 1976).

Depending on the test

and its intended use, validity can be assessed in several
ways (Allen and Yen, 1979).
Content validity is the first concern in the development
of all tests, and items are usually written to meet this
concern (Allen and Yen, 1979).

This validation process

involves the systematic evaluation of test items to determine
their adequacy in representing the behavior domain to be
measured (Anastasi, 1976).

The instrument should logically

represent a sampling of behaviors deemed important for the
purposes for which it was developed.

The analysis of content

validity involves an inferential and judgmental process and
it is not expressed in correlational terms (Cascio, 1978).
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A behaviorally anchored rating scale has the face valid
advantage of its item development technique (Borman and
Dunnette, 1975).

Content validity is built into the deve-

lopmental process through a careful and systematic analysis
of the behaviors to be sampled, as well as involvement in
scale construction of the individuals who will be using the
instrument in its final form.

A more appropriate term to

facilitate understanding is content-oriented test development rather than content validity (Tenopyr, 1977).

Factor

analysis for a multidimensional rating scale provides another
estimate for content-oriented test development.

If the

apriori factors emerge after item analysis and identify
clusters of certain items, then it substantiates the test
development.

The integration of data into a proper inter-

pretation cannot always be an entirely quantitative process
(Cronbach and Meehl, 1955).
Convergent validity is the observation of significant
correlations when two different methods are used to measure
the same variable or trait (Campbell and Fiske, 1959).

It

is evidenced by the extent to which two or more raters
independently provide similar ratings.

Convergent validity

has been operationalized by requiring different raters to
evaluate ratees on either the same scales (Zedeck and Baker,
1972) or different formats (Dickinson and Tice, 1977).
Therefore, what has been labeled convergent validity is
similar to inter-rater reliability.

Statement of Purpose
The development of a client outcome instrument was
necessitated to meet the unique n-eds of therapists and
administrators of Barren River Mental Health/Mental Retardation Board, Inc.

The staff (primary therapists) feJt a need

to identify a personalized set of factors representative of
the focus of their treatment of CMI's, since the client outcome measures currently available were not appropriate to
determine the intervention effects of treatment programs for
the chronically mentally ill as individuals and groups.

This

client outcome measure provided a descriptive analysis of
client caseloads that included feedback to hoth therapists
and management, as well as the measurement of level of
functioning on a continucus basis.

The new rating scale was

developed to provide specificity in the description of client
behavior in a quick, easy-to-use format.

The purpose of

this thesis was to determine the psychometric parameters of
reliability and validity for the client outcome measure which
was developed as a behaviorally anchored rating scale.
Assessment of the psychometric properties was necessitated
by a change in the administrative personnel's focus concerning
the use of the client outcome instrument.

The administration

had shifted interest from a purely descriptive analysis of
client change to a utility analysis.
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The administration was
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then interested in the overall usefulness of the rating scale,
including the accuracy of the ratings and the costs associated
with the CMI program.

In order to make formal decisions

concerning the cost-effectiveness of the evaluation procedure,
it was necessary to establish the psychometric parameters of
reliability and validity (i.e., inter-rater and internal
consistency reliabilities, and content and convergent validities).

These parameters demonstrate the acutal utility of

the instrument.

Method Section
Subjects
For the purpose of this study, BR MH/MR classified its
CMI's according to three factors: diagnosis, duration and
disability level.

Chronically mentally ill clients fell

within one of the following major categories from the Diagnostic and Statistical Manual of Mental Disorders (DSM-111)
(American Psychiatric Association, 1980): organic mental disorders, schizophrenic disorders, paranoid disorders, major
affective disorders, plus other disorders that may become
chronic.

These individuals also showed severe manifestations

of related symptomatology after being in treatment for six (6)
months or more and experienced an average curren'... level of
functioning rating of four (4) through seven (7) at the sixmonth period.

The current level of functioning (CLF) rating

is a derivative of the DSM-111 Highest Level of Adaptive
Functioning Scale - Past Year.

To determine an average

current level of functioning rating, the primary therapists
averaged the ratings of all visits recorded in the prior
month to the six-month period.

If at least three (3) visits

were not evident during the prior month, additional sessions
were sought from earlier visits until a minimum of three
sessions were found.

The CLF's for these visits were then
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averaged, resulting in an average CLF score in d.ltermining chronicity.
The sample was chosen by individual countles; if the
total number of CMI's within each group (geriatrics, continuing outpatients and partial hospitalization) in a
particular county was twenty individuals or less, then 50%
of the total for that county was chosen to be rated, or if
the total number of CMI's in a county

was

twenty-one or

greater, then 33% of the total number for that county was
chosen to be rated.
The CMI sample (n=86) for this study consisted of
continuing care outpatients who were predominately Caucasian
adults.

There were 13% more female than male individuals in

the sample and 75% of the clients were either single or
married.

Most of the clients have had previous hospitaliza-

tion (78% - including both inpatient and outpatient treatment)
and they manifested a variety of DSM-111 Axis 1 diagnoses.
Table 1 details the description of client characteristics.
The clients' current level of functioning was based on
examples and criteria given on Axis V in the DSM-111 and
other examples provided by a sample of the primary therapists
as described in BR MH/MR Clinicians Handbook (Note 1).

The

ratings may change from visit to visit and the therapists
were instructed to consider the areas of social relations,
occupational functioning and use of leisure time when rating
a client.

Clients received a rating at each service contact.
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Table 1
Sample Characteristics (n=82)*

Variable

Age

Mean

Range

48.66 years

25-76

Percentile

Sex
Msle
Female

43.3%
56.6%

Race
Caucasian
Black

90.3%
9.6%

Marital Status
Married
Single
Divorced
Widowed
Separated

42.1%
32.5%
12.0%
9.6%
3.6%
8.53 years

Education
Annual family income

$4,154.67

Number in household

$1389-13,000

3.46

Previous hospitaliztion
Yes
No

78.2%
20.4%

AXIS I diagnosis
Schizophrenia
Affective disorders
Anxiety disorders
Organic mental disorders
Mental retardation
No diagnosis on AXIS I

46.6%
21.0%
16.8%
6.0%
4.8%
3.6%

*Four CMI clients were inappropriately selected and therefore
have been deleted from this description.

33

Client Outcome Scale
Development.

A derivative of the original Smith and

Kendall (1963) procedure was followed to develop the behaviorally anchored rating scale.

The primary therapists (n=16)

who worked with the chronically mentally ill met with the
quality assurance coordinator of BR MH/MR, a state program
evaluation specialist from the Commonwealth of Kentucky, a
program evaluation consultant from the Department of Psychology
at Western Kentucky University, and three graduate students
from the psychology department.
was twofold.

The intention of the meeting

First, an explanation was presented by the

quality assurance coordinator describing the necessity of
evaluation as a reporting system to management in demonstrating program effectiveness for internal and external
review.

Without evaluation, agency directors have few, if

any, straightforward and uniformly accepted ways of portraying effectiveness of their services to funding sources,
advisory boards and government representatives.

Second,

evaluation was explained as necessary to determine the
dimensions of client functioning that were useful to a
therapist in assessing the ongoing progress of CMI clients.
It provides a feedback system to the therapists to monitor
client change.

The meeting resulted in a consensus of program

goals for the CMI population.

In general, the items and

descriptors to be constructed were examined in relation to
current management objectives, and in relation to existing
standards to determine quality of services.
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The primary therapists named and defined the major
components of behaviors exhibited by the CMI's.

These

critical factors were twice reviewed by the therapists and
evaluation team

This review resulted in an outline of five

categories in the areas in which the t:lerapists concerned
themselves in therapy (see Appendix A).
Using these critical factors as guides, the therapists
provided behavioral anchors that illustrated both effective
and ineffective performance for each factor.

The behavioral

anchors were reviewed twice by the therapists and evaluation
tem.

The result was a list of 34 items with descriptors

provided for the high and low end of the continuum (see
Appendix B).
This draft copy of the assessment scale was sent to the
therapists to evaluate the validity of the items and the
behavioral anchors, as well as the factors that the items
were intended to represent.

The following instructions were

forwarded to each of the primary therapists:
(1) Read each item and edit, if necessary.
descriptors directly on the scale.

Write additional

(2) Construct a set of behaviors that represent a rating of
4 for each item for the seven-point scale. Write directly
on the form or attach additional sheets if necessary.
(3) Rate each item regarding its relative importance for
scale inclusion by circling the appropriate number to
the left of the item. Use the following key:
1- totally essential information
2- useful, but not critical
3- somewhat useful, wouldn't mind the inclusion of
the item
4- don't include the item
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(4) Add any categories or items that you feel would be informative in evaluating your clients.
The conclusions drawn from the therapists' responses to
the first draft of the rating scale resulted in the following
revisions of the instrument: (a) The middle descriptors were
eliminated because of the diversity of suggestions received.
This clearly indicated a number of different client subpopulations.

Therefore, it was decided to have an open

middle range which was not bound by a set of descriptors
that were not relevant to the chronic client population as
a whole.

(b) The client outcome measure was reduced by 15%

(5 items).

The items retained received a rating of 1 or 2

on relative importance.

It was hypothesized that different

staff members needed different information; consequently,
all of the items may not be applicable to all types of CMI
clients.

(c) The scaling format was changed from a seven-

point to an eight-point Likert scale to avoid the tendency
to use the 4 rating unjustifiably.

(d) The design of the

scale itself was altered for space economy.
The revision of the rating scale was sent to the
therapists for final approval.

It was noted to the thera-

pists that the descriptors given on each end of each item
represented possible behaviors or characteristics of a client
and that a client need not show all aspects to be scored
appropriately.

The second point noted was that the '1's' do

not represent optimal behavior for CMI clients, but optimal
behavior for the general population.
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This developmental process resulted in a list of twentynine items which were assigned to one of five categories:
physical functioning, social relations (adaptability, support
systems, and sexuality), personal adjustment, occupational
functioning, and therapist-client dimension.

Each item was

anchored with specific behavioral descriptors for the high
and low end of the eight-point Likert scale (see Appendix C)
Implementation.

The client outcome rating scale was

implemented across a ten-county area on a random sample of
the CMI population which included geriatric patients residing
in nursing or personal care homes, continuing care outpatients
and patients in a partial hospitalization program.
It was necessary for the author to carry out a field
training and orientation program to the ten-county mental
health center staff regarding the implementation of the rating scale.

This program included a training procedure for

medical records personnel who were responsible for maintaining
the sample (placing a rating scale in the clients' folder at
the time of evaluation, removing the scale after it was completed, as well as retaining a file which included relevant
information about each CMI in the study).

The training program

also included a meeting with the therapists to provide them
with a review of the reasons for evaluation, as well as
directions for implementation.

The primary therapists were

told that a random sample of their CMI clients were chosen,
that a rating scale was placed in the folder to be completed
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every third visit, and that the previously completed scale
would be removed to ensure independent ratings.
The rating scale was in place for approximately seven
months before the format was altered.

In the final form of

the client outcome measure the individual category titles
were deleted and the items randomized to avoid the continuation, if any, of errors of rating, i.e., response sets.
This final form (see Appendix D) has been in place subsequently.
Schneider (1973) stated that rating scales should have
behavioral anchors without trait labels.

It may be that the

labels introducing the items created response sets which the
anchors themselves are unable to eliminate.

The change in

format was defended by the literature and not by data analysis.
The author was unable to access the first seven months of
ratings.

The data were recoded before storage in the computer,

and all item responses

re maintained via the altered format.

Therefore, it was not feasible to compare the nature of the
ratings before and after the format change.

Procedure for establishing reliability and validity
The analysis began with the acquisition of data on 86
chronically mentally ill continuing care outpatients (the two
other subgroups; geriatric and partial hospitalization clients
were excluded from further analysis since the outpatient
group makes up the majority of the CMI population).

Means

and standard deviations were computed for each item across

all outpatient clients, including the number of response
cases for each item.

All of the analysq were computed on

entry scores only to ensure a common base upon which to
compare ratings since subsequent ratings are obtained at
different time intervals (all clients were not seen according
to the same schedule).
Factor analysis was:,

-,nputed on the entry scores.

It

was necessary to determine whether the delineation of five
categories (physical functioning, social relations, personal
adjustment, occupational functioning, and therapist-client
dimension) in test development was appropriate and coincided
with the factor structure.

A 29 x 29 correlation matrix

was factor analyzed using the principal components method
and varimax rotation.
After an appropriate factor solution was defined, two
multiple regression - stepwise procedure

were computed.

The first procedure analyzed the relationship between the
entry score responses (predictors) and the CLF rating
(criterion).

The second regression equation examined the

relationship between the identified factors (predictors) and
the CLF rating (criterion).

The procedures addressed the

issue of determining which items and factors are most influential in giving a client a particular global rating (CLF).
It also addressed the issue of convergent validity between
the two measures since these measures are supposedly tapping
into similar behavioral domains.
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Factor analysis was also essential in the construction
of the three videotape interviews to be used in establishing
inter-rater reliability.

Three videotape interviews were

constructed based upon the results of the previous factor
analysis and multiple regression procedures to capture the
important dimensions of client behavior to be sampled.

The

behavioral dimensions were social behavior, problem solving
ability, effectiveness in group leisure activities, symptom
severity, therapist-client dyad, degree of responsibility,
occupation as an integral part of life, daily routines,
concerns about sexuality, and sexual activity level.

It

was imperative to parallel as closely as possible the actual
interviews to ensure meaningfulness and authenticity of the
rating task.

With the assistance of the quality assurance

coordinator, a primary therapist, and a CMI case worker,
three sessions were written to be as behaviorally relevant
and realistic in reflecting the important levels of dimensions
as possible.

Each interview was constructed to reflect one

of three different levels of functioning expressed in terms
of specific behaviors.
Each of the three videotapes was preset to a specific
level of functioning; videotape I depicted above average
functioning for a CMI client, videotape 2 portrayed poor
functioning, and videotape 3 depicted average functioning.
One client was portrayed throughout the three videotapes,
and all relevant behavioral dimensions varied accordingly.
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For illustration, in videotape l, the client was taking her
medication, sleeping better and relating well to others.

In

videotape 2, the client was extremely agitated, not taking
her medication, sleeping poorly, and was not relating well
to anyone.

In videotape 3, the client was still somewhat

agitated, took medication when she remembered, slightly
improved in sleeping behavior, and related to a few individuals.
A case worker involved with the CMI's role played the
chronic client in the videotape for two reasons.

First, the

issue of confidentiality was tantamount in deciding not to
use an actual client.

Second, the depiction of an interview

on all relevant behavioral dimensions was ensured because an
actual client may be too focused on a particular set of factors
in interacting with his or her therapist.
The three videotapes were viewed by a sample of primary
therapists (n=7) at exactly one week intervals to parallel,
as realistically as possible, the average frequency of
therapeutic sessions.

Two viewing sessions were scheduled

each week for three consecutive weeks and each therapist
attended one of these sessions weekly.
Each videotape session was conducted similarly and the
same information was distributed prior to each viewing.

A

brief orientation was presented describing the purpose of the
sessions.

Then, a case description of the fictious client

was provided as a common base of information because therapists usually have some information before seeing a client.
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After viewing the videotape, instructions were given regarding the manner in which the ratings shouLd be completed (see
Appendix E.
After the ratings on the three videotaped interviews
were collected, analyses of internal consistency and interrater reliabilities were computed.

As an estimate of the

internal consistency of the ratincr scJle, coefficient alpha
was computed on the entire scale and on the factors as
identified in the factor analysis.

:Reliability coefficients

were also computed on the original data of 86 clients to
compare obtained coefficients for the two samples.
Pearson correlations were computed on the identified
factors (summatively) with the CLF rating separately for the
two samples.

It was necessary to compare the correlations

in light of the way the therapists use the dimensions
independently in determining a CLF rating.

This comparison

was made because the multiple correlations of the factors
assume that the therapists use the dimensions sequentially
rather than additively.

If, however, the therapists use the

factors summatively in determining a CLF, this pro-ess will
be better reflected by the correlation between the factor
score sum and the CLF.
Inter-rater reliabilities were calculated via the intraclass correlation (ICC) foLmula 4,1 as described by Shrout
and Fleiss (1979) in a two-way, random effects analysis of
variance design.

Separate ICC's were calculated for each of

the dependent measures (factors and CLF rating).

Rating
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errors, halo and restriction of range were computed.

Halo

effect was indicated by the standard deviations of each rater
across dimensions, and by the inter-rater reliabilities.
Restriction of range was indicated by the mean ratings for
each level across all dimensions.

Results
The results of the analyses for establishing the usefulness of the client outcome measure are presented in the
following section.

Analyses were computed on the original

sample (n=86) as indicated, as well as computed on the videotape sample (n=21).

In several cases, the same analyses

were computed on both samples.
Means and standard deviations were computed as measures
of central tendency and dispersion to provide descriptive
information about the rating scale.

Table 2 provides these

indices for each item across the 86 outpatient clients on
entry scores only.

The mean scores for each item ranged

from 2.0 - 5.0 with an average standard deviation of 1.6745.
This evidenced a fairly wide dispersion of scores relative
to the one through eight rating format.

Some of the items

were not applicable to all of the CMI's as determined by
their primary therapists and therefore the number of responses
(cases) was less than 86.

Items typical of this circumstance

were item 5 (appropriateness of sexual behavior), 9 (sexual
activity level), 25 (work punctuality), 27 (attitude towards
occupation, and 29 (concerns about sexuality).

Client Dimensions
Preliminary scale dimensions.

In scale development,

five dimensions were identified by therapists and staff
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Table 2

Summary Statistics for Item Responses
(entry scores only n=86)

Item*
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29

Mean
3.529
4.131
3.221
4.349
1.197
3.869
3.989
2.593
3.500
4.709
3.058
4.329
4.229
4.059
4.679
4.046
4.655
2.949
4.326
1.048
4.651
5.000
4.143
3.224
3.189
5.326
3.952
4.224
2.098

Standard Deviation
1.687
1.829
1.641
1.768
.471
1.463
1.698
1.811
1.797
1.762
1.893
1.707
1.618
1.621
1.673
1.821
1.732
1.746
1.669
1.559
1.800
1.537
2.078
1.686
1.697
1.798
1.860
1.886
1.253

Cases
85
84
86
86
66
84
86
86
36
86
86
85
83
85
84
86
84
79
86
84
86
84
84
85
37
86
42
85
51

*Item descriptions are provided in Appendix D
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relevant to the CMI population; (a) physical functioning, (b)
social relations (adaptability, support systems, sexuality),
(c) occupational functioning, (d) use of leisure time, and
These dimensions provided

(e) therapist client dimension.

the rationale for the content validity of the rating scale
since these dimensions represented the important behavioral
indicators with which the therapists concern themselves.
Factor analytic dimensions.

Principal component factor

analysis with varimax rotation initially yielded a seven
factor solution.

These factors lacked psychological meaning-

fulness and interpretability.
factor analyses were computed.

Subsequent six, five, and four
Item groupings in the five

factor solution possessed the most meaningful interpretation.
The preliminary dimensions as identified by the therapists,
in scale development, did coincide with the factor analytic
dimensions yielded by the varimax rotation analysis although
the items clustered differently in the two approaches.

Three

primary factors describing socialization and problem solving,
therapist-client dyad and occupational functioning, and daily
routines emerged from the factor analysis and accounted for
89 percent of the variance.

Two single item factors, level

of sexual activity and degree of concern about sexuality,
were also identified and accounted for the remaining variance.
Items were retained in factor one if their factor loadings were greater than .7, in factor two if their factor
loadings were greater than .6, and in factor three if their
factor loadings were greater than .5 (Note 2).
complexity of these valuables was one.
these factors and their composition.

The factorial

Table 3 contains

9

29

3
16
11

27
25
15
20
12
7
6

28
10

19
1
22
23

Item #
Socialization & Problem Solving

Therapist-Client Dyad & Occupational Functioning

Daily Routines

Degree of Concern-Sexuality

Level of Sexual Activity

Sexual activity level (.562)

V.

Degree of concern regarding sexuality (.827)

IV.

Dietary behavior (.570)
Personal hygiene (.540)
Sleeping patterns (.500)

III.

Attitude towards occupation (work, student, homemaker) (.818)
Work punctuality (.791)
Recognizes need for change and identifies resources (goal setting) (.747)
Degree of responsibility (.6C8)
Degree of insight (.678)
Attitude towards therapy (.661)
Degree of therapeutic involvement (.610)

II.

Interaction with friends (.798)
Appropriateness of social behavior (.764)
Symptom severity under stress (.733)
Degree of self-sufficiency (.724)
Problem solving ability (.712)
Ability to function in social situations (.702)
Degree of involvement in group leisure activities (.700)

I.

FACTORS

Factor Analytic Results of Client Data

Table 3
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Factor one was comprised of items 19, 1, 22, 23, 2, 28,
and 10 with a maximum factor loading of .798 on item 19 and
a minimum factor loading of .700 on item 10.

Factor two was

comprised of items 27, 25, 15, 20, 12, 7, and 6 with a maximum factor loading of .818 on item 27 and a minimum factor
loading of .610 on item 6.

Factor three was comprised of

items 3, 16, and 11 with a maximum factor loading of .570
on item 3 and a minimum factor loading of

on item 11.

The items in factor three, although they fall within a single
cluster, are somewhat independent of one another and do not
yield a very strong single factor.

Table 4 provides the

reader with a comprehensive overview of the entire factor
structure of the instrument.
Multiple regression procedures
Two separate stepwise multiple regression equations
were computed to see which items and factors were clustering
together to predict the current level of functioning (CLF)
scale.

These analyses also served as an estimate of the

degree of convergent validity which the scales possess.
Table 5 presents the results of the regression analysis
using the individual items as predictors of the CLF.
Individual item combinations involved in predicting CLF.
Eight out of the twenty-nine items that comprised the scale
accounted for 99% of the variances.

Item 27 (attitude

towards occupation) was entered first into the equation and
accounted for 36% of the variance in the criterion (CLF).
Item 27 was best defined by factor two since 67% of its
variance -.7as accounted for by that factor.

Item 22 was
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Table 4

Item

FACTOR 1

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
29
29

.76419
.71176
.16767
.64483
.01217
.35010
.55929
.57720
.24415
.70037
.45773
.54077
.57882
.41153
.46934
.01726
.56671
.49221
.79799
.46840
.53072
.73291
.72383
.48380
.01112
.51968
.06233
.70244
.07571

FACTOR 2

FACTOR 3

FACTOR 4

FACTOR 5

.12582
.39325
.11281
.44402
.06977
.61028
.66100
.48590
.03327
.16860
.33318
.67773
.43609
.37690
.74704
.14436
.58647
.22450
.25404
.68772
.39302
.11763
.38675
.21449
.79076
-.01627
.81856
.38878
-.00042

.09523
.10180
.57026
.16043
.32701
-.02789
-.22772
.14248
-.00367
.09127
.49979
.13535
.27282
.34498
.27562
.54003
.25759
.38802
-.01711
.23363
.24921
.02922
.31394
-.03337
.36544
.11288
.32604
.19136
.09177

-.14373
-.14264
-.24849
.02466
.10530
-.00576
-.03866
-.23450
.22855
.17410
-.22402
-.08512
.04285
.03838
.14134
.14216
-.21551
-.24756
.06922
-.02832
.06181
.00600
.02818
.08753
-.11449
.11580
.08369
-.06355
.82723

.19948
.19317
.1904n
.19176
.02698
-.10214
-.12517
-.01550
.56199
.02565
-.01190
-.21276
.24991
.31278
.06010
-.27525
.17500
-.11978
-.03149
-.00998
.10184
.08026
.12442
.20708
.29241
-.28656
-.00214
.20147
.14992

27
1.000

.36083
.52755
.55410
.58692
.61646
.65670
.77893
.98693

R2
.60070
.72633
.74438
.76611
.78515
.81037
.88257
.99345

Multiple R

22
.05921
1.0000

24
.09638
.34311*
1.0000
9
.01443
.24305
.32098*
1.0000

7
.46039*
.44289*
.47007*
.01011
1.0000

1
.08535
.55389*
.44833*
.29025*
.56904*
1.0000

14
.48072*
.36919*
.49173*
.10394
.34403*
.50626*
1.0000

Zero-Order Correlations Between Item Responses and CLF

.60070
.44316
.34846
-.02053
.41000
.38629
.40287
.46986

Simple R

28
.59801*
.57854*
.38958*
.26035*
.55557*
.68520*
.54916*
1.0000

CLF
.60070*
.44316*
.348460'
-.02053
.41000*
.38629*
.40287*
.46986*
1.0000

*E .02

Note: The addition of any more items in the Regression equation is non-significant at
.05 level.

14
28
CLF

1

27
22
24
9
7

27
22
24
9
7
1
14
28

Variable

Results of Multiple Regression Procedure-Item Responses Predicting CLF

Table 5
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entered next and accounted for 17% more variance in the
criterion.

Item 22 was best defined by factor one since

58% of its variance was accounted for by that factor.

Item

9 was not significantly correlated with the CLF; however,
it probably provided a base of information upon which the
following items relied to correlate with the CLF and add
significant variance.
Table 5 also provides the zero-order correlations between the item responses and the CLF as a description of the
relationships between the predictors themselves.

Many of the

item responses and the CLF are significantly correlated with
one another (pc .02).
Factor combinations involved in predicting CLF.

The

results of the second stepwise multiple regression procedure
are shown in Table 6 . This analysis examined the impact of
the factor clusters identified in the psychometricallyderived, five-factor solution reported earlier on predicting
CLF scores.
The five factors accounted for 43% of the variance in
the criterion.

Factor two (therapist client dyad and occupa-

tional functioning) accounted for 36% of the variance in the
criterion.

Factor two accounted for 67% of the variance in

item 27, and item 27 by itself accounts for 36% of the variance
in the criterion.

It was probable that non-relevant items

in the factors obscured or detracted from the predictive
strength because the other items in the factors were not
involved with prediction as gleaned from the previous multiple
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Table 6

Results of Multiple Regression-Factors Predicting CLF

Simple R

R2

Multiple R

FAC 2

.59668

.35603

.59668

FAC 3

.41139

.38198

.61804

Item 9

-.02053

.39846

.63124

FAC 1

.54366

.41959

.64776

Item 29

.03380

.42571

.65247

Variable

Zero-Order Correlations Between Factors and CLF
FAC1
FAC1
FAC
FAC

1.0000

2
3

Item 9
Item 29
CLF

*E, .02

FAC2
.75870*
1.0000

FAC3

Item 9

Item 29

CLF

.42858*

.26738*

.06888

.54366*

.44808*

.19260

.02001

.59668*

.03244

-.06188

.41139*

1.0000

1.0000

.33625*
1.0000

-.02053*
.03380
1.0000
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regression procedure.

Again, the single item factor (item

9) was not significantly correlated with the CLF (-.0205) but
provided the base of information upon which the following
factor and item were correlated with the CLF and added significant variance.

This low correlation in both multiple

regression procedures indicated having most of its accountable variance removed by the previous items or factors.
These items and factors may have stripped this item of most
of its necessary variance, thereby masking its real
importance.
Also described in Table 6 are the zero-order correlations
between the factors and the CLF against a significance level
of Es_.02.

Factors one and two were significantly correlated

with each other (r=.759), and factor three was significantly
correlated with both factors one and two (r=.429 and r=.448
respectively).

Item 9 was significantly correlated with

factor one and item 29 (r=.267 and r=.336 respectively).
The multiple correlation of the three factors with the
CLF was R2=.565.

This calculation assumed that the therapists

used the identified dimensions sequentially rather than
summatively.
videotape and original data analyses
The following analyses were computed on both the original
sample and the videotape rating sample.

The videotape data

were subjected to an analysis of variance repeated measures
design where a sample of raters (n=7) rated three different
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videotape interviews using the client outcome measure and
current level of functioning scale.
Comparison of the two samples.

Pearson product moment

correlations between FACTOT :factor 1 + factor 2 + factor 3)
and the CLF were computed separately for the two samples:
r=.624 (n=86) and r=.683(n=21).

These numbers were contrasted

with the multiple correlation obtained via the previous multiple regression procedure.

The therapists in determining

a particular CLF rating for any given client were probably
using the factors additively rather than sequentially.
Therefore, the Pearson correlations were more appropriate
than the multiple correlation because the therapists probably
use the relevant information from each factor in predicting
a CLF score, resulting in more than 32% of the variance
accounted for in the criterion.
Internal consistency estimates.

Table 7 provides the

estimates of the internal consistency reliabilities for the
three factors and for the entire scale via the coefficient
alpha statistic.
for both samples.

The reliability estimates were obtained
Coefficient alpha was highest for the

entire scale on both samples (0(=.946 for the original sample
and

=.958 for the videotape sample).

Factors one and two

evidenced alphas of .810 and .891, respectively, in the original
sample which were somewhat higher than the alphas obtained
from the videotape sample.

Coefficient alpha for factor

three was higher in the videotape sample than in the original
sample which evidenced the lowest alpha (.605).

This was a
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Table 7

Internal Consistency Reliabilities-Coefficient Alpha (N)

Original Data

Videotape Data

FACTOR
1
.90996

.8462

.89107

.8767

.60527

.8105

.94611

.9582

FACTOR 2

FACTOR

3

Entire Scale
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result of the manner the items were clustered in factor three
(Daily Routines).

The items were not highly correlated with

each other (r3.11=.44, r316=.22, and
r11.16=.32) nor were
they highly correlated with the total score (r3.-e..50, an
r16.T=-34)'

Though the items cluster together and identify

a single dimension as revealed in the factor analysis, they
were tapping unique and independent aspects of daily routines.
Inter-rater reliability estimates.

As an estimate o'7

inter-rater reliability, the intraclass correlation coefficient
(ICC) was calculated on several dependent variables, as
described in Table 8 for the videotape data.
The ICC's were highest for the CLF p=.87) and for FACTOT
J47=A2), an understandable result probably due to the primary
therapists using the CLF scale longer than the client outcome
measure and having the same "intuitive" feel for determining
the dimensions relevant to the observed behavior.
4

The ICC

was higher for FACTOT than any individual factor as a function of the higher internal consistency reliability for FACTOT.
The ICC's obtained were lowest for the two single item
factors: item 9 fr.-1=.048) and item 29 /2.--.35), a
result of the ambiguous manner in which the content of these
two items were depicted in the videotape interviews.
Item 5 (appropriateness of sexual behavior) and item 25
(work punctuality) wer?. deleted from this analyses because
all seven raters systematically left the items unanswered on
all three levels of videotapes.

The videotape interviews,
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Table

8

Inter-rater Reliabi/ities for the Videotape Data

Dependent
Variable
Intra-Class Correlation Coefficient

FAC I

.76d

FAC II

.64e

FAC III

d
.78

FACTOT*

.048a

Item 9

.35b

Item 29
c
.87

CLF

a.

a 4.2999

b.

E4 0172

C.

(.0008
a

d.

E

e.

E 4..0001

.0007

*FACTOT = FACTOR 1 + FACTOR 2 + FACTOR 3
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though they encompassed many relevant dimensions, failed to
depict these two items which deal with a clearly defined
but somewhat infrequent clinical problem.

Rating errors

The psychometric quality of the videotape rating data
was examined by the degree of halo effect and restriction
of range as an indication of the relative usefulness of the
client outcome measure.

Halo effect seemed minimal due to

the wide dispersion shown by each rater across dimensions
for the three different levels of videotapes.

The standard

deviations ranged from 1.0 to 4.5 for each dimension across
the levels.

Another indication of minimal halo was the

sufficient level of rater agreement.

The inter-rater reli-

abilities ranged from .048 (single item) to .87.

Another

type of rating bias, restriction of range, also seemed
minimal.

Mean ratings were computed for each level across

dimensions.

The means were significantly different from

one another (2.4.001).

Discussion
The purpose of this thesis was to examine the reliability
and validity of the client outcome measure to justify its
utility for decision-making in the Barren River Mental Health/
Mental Retardation system.

The development and implementa-

tion of the behaviorally anchored rating scale was described
to provide the reader with a sense of the necessary steps
involved in working with a rural community mental health
center's administration, therapists and support providers
(e.g., medical records personnel).
The community mental health movement espoused that
severely disturbed patients, i.e. , chronically mentally ill,
can be treated more effectively in or near the home than in
a state hospital.

The research, however, had not fully sub-

stantiated this claim; therefore, it was even more
important to evaluate programs and services to test the
premise of deinstitutionalization.

The community mental

health center needed to determine the effectiveness of their
services to prove the need for continued funding, in light
of limited resources.
The client outcome measure was developed to demonstrate
quantifiable changes in the CMI clinical status by reflecting
the parameters of client functioning that the therapists
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deemed important in treatment.

Due to a change in the focus

concerning the use of the client outcome measure from a
purely descriptive analysis of client change to a utility
analysis, the appraisal of the psychometric properties of
the scale was necessitated.
The optimum procedure would have been to analyze the
parameters of reliability and validity prior to the actual
use of the rating scale in the field.

However, the author

was under the constraints of the center's administration, and
their interests were initially to employ the measure as a
descriptive tool.

They saw no need to ',zest for the scale's

statistical soundness.

When the administrative personnel

decided to use the measure in a more formal manner, i.e.,
to make cost-effective decisions, they then decided it was
necessary to appraise the measure psychometrically.

The

administration would use the scale beyond the original sample,
so more weight was placed on the instrument to provide reliable and valid information.

Scale Development
The justification for the involvement of the therapists
in scale development was three-fold.

First, the client out-

come measure was designed partly to provide the therapists
with behavioral feedback regarding their clients.

Assessing

progress while working with the chronically mentally ill is
not an easy task since immediate, positive results seldom
occur.

An individual therapist may feel the need to ask for
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summary information regarding one or all of his or her clients
to see if progress or maintenance had been obtained.

Thera-

pists may also compare their clients with any other set of
CMI's being evaluated on these behavioral indicators.

The

therapists are now able to communicate with each other and
with the administration in concrete, observable and behavioral
terms that they feel are important in their therapeutic involvement with the CMI client population.

Second, their active

participation throughout the developmental process resulted
in completion of the ratings more honestly and carefully than
would have been the case had they not been involved.

Other-

wise, they probably would have been even more skeptical
regarding the measure.

The term evaluation for many indivi-

duals implies assessment of their effectiveness as a therapist
rather than the determination of the effectiveness of an
entire program.

Therefore, having the therapists involved

provided them with some margin of security and knowledge
regarding the purposes of scale development.

A final

advantage of direct therapist involvement in the construction
process was a higher degree of understanding as to the meaning
of each question, thereby reducing ambiguity which might
have been present had the scale been delivered to them for
their use without their input.
The involvement of the therapists in the developmental
process resulted in substantiation frr the content oriented
aspect of the test.

Through the therapists' and staff's

careful and systematic analysis of the behaviors relevant

61

to the CMI population to be sampled and their participation
in scale construction, content validity (i.e., cnntent
oriented test development) was built into this entire process.
This procedure resulted in a greater acceptance by the
therapists toward using the scale appropriately.

The use

of the behaviorally anchored rating scale format increased
that acceptance as well.
Two criticisms of the developmental aspect of the measure
were warranted.

First, according to Smith and Kendall (1963),

after initial item identification of important dimensions
and critical incidents of behavior are generated, another
set of therapists should sort the randomized examples of
behavior into the dimensions which they best represent.
Clear agreement between the two sets of therapists should
result regarding to which dimensions the behavioral examples
belong.

It might have been advantageous to employ this two-

group technique to check for item clarity and specificity
rather than using all the therapists in one group.

The

aforementioned technique avoids the probability of the
therapists' providing behavioral incidents to specific
dimensions by checking their suggestions against what has
already been provided by the other therapists, thereby
carrying their biases back into the development of the
instrument.
Second, the items chosen for inclusion should have been
computed by a mean value of perceived importance on the oneto-four scale for each item across all therapists rather than
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simply retaining those items that received a rating of one
or two.

Though an arbitrarily designated cutoff of 2.0 was

set, the calculation of item means may have resulted in an
instrument with less bias in item retention.

Throughout

scale development, it was important that the number of items
be as small as possible to avoid a time burden for the
therapists.

Therefore, calculation of item means may have

resulted in the inclusion of less items though still retaining
relevant behavioral indicators.

Scale Implementation
The implementation of the rating scale required the
cooperation of all therapists, medical records personnel and
administration.

Since ten community mental health centers

were involved, it was most helpful to have combined the
center's staff into the five orientation and field training
programs.

Each center operates under similar procedures

though small but idiosyncratic differences do exist; therefore, differences in orientation were evident.
Communication between all necessary personnel was
imperative to ensure the success of the evaluation.

One

major lack of communication was evident during the process.
The medical records personnel were responsible for maintaining the sample and for including wIlditional CMI clients when
appropriate.

Several months after scale implementation, it

was apparent that as the CMI client pppulation grew, additional
clients were not being added to the sample.

This was a
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result of the administration's failure to send a letter
specifically stating the addition of new clients according to
the sampling plan (see Methorl section).

Though the idea of

adding new clients was af,dressed at the orientation meeting,
the follow-through was neglected.

This probably would have

been avoided if periodic in-person visits to each of the
CMHC's comprising the BR MH/MR network were carried out.
Failure to maintain the subject pool in subsequent months
resulted from a breakdown in the chain of command.

Everyone

knew what to do, but no one with authority told them to do
it.

The inclusion of additional CMI's was done retroactively

and each center now continues the addition.
As an additional criticism of the instrument first
placed in the field, the final rating format (with individual category titles deleted and the items randomized)
should have been in place from the onset.

The change in

format was looked upon as another inconvenience by the
therapists, and the period of adjusting to the change was
similar to adjusting to a new scale.

This problem demon-

strated one of the difficulties inherent in working with
individuals in the field who are not aware of the necessity
of establishing psychometric soundness in an instrument
prior to its implementation.

Reliability and Validity
Prior to actual assessment of the parameters of reliability and validity, a perusal of the summary statistics
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(means and standard deviations) indicated that the continued
inclusion of some of the items was questionable due to the
small number of cases (i.e., low utilization of that item
by the therapists).

These items, though identified as

important behavioral indicators, were probably not relevant
to the CMI group as a whole on a regular basis.

These items

were concerned with different aspects of occupational functionin'- and, in general, were not typical aspects of this clint
group.

Although items 9 (sexual activity level) and 27

(attitude towards occupation) appeared questionable, further
analysis substantiated their inclusion.

Item 9, the single-

item factor that correlated non-significantly with the other
factors as well as the other items in the first multiple
regression procedure, provided a base of information upon
which the other items and/or factors can add significant
variance.

Item 27 accounted for most of the variance in

the criterion in the second multiple regression procedure.
The comparison of the preliminary scale dimensions with
the factor analytic dimensions, though both identified a
five factor solution as most meaningful, evidenced different
sets of factors as important.

As previously cited, Kavanagh

and Duffy (1978) demonstrated the discrepancy between scale
development dimensions and factor analytic dimensions, i.e.,
differences between theory and application.

The dimensions

of daily functioning, occupational functioning, therapistclient dyad, socialization, problem solving, and aspects of
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sexual functioning were identified and clustered together
to form a series of factors that represented a logical
organization perceived in a comrion way by all the
therapists.

Overall, these dimensions substantiated the

content valid dimensions though the grouping was different
and the inclusion of some items was meaningless.
Examination of the relationship of single items and
factor-analytic clusters to the CLF produced interesting
results.

The factor analysis resulted in three primary

factors and two single item factors that accounted for
approximately forty percent of the total variance in the
criterion (CLF).

Since eight of twenty-nine items accounted

for approximately ninety-nine percent of the variance in
predicting the CLF, it seems evident that by forcing the items
into broader categories which contain non-relevant questions,
i.e., factors, prediction ability was severely retarded.
Clearly, a difference exists between the ordering and clustering of the items in the instrument itself and the item
composition within the instrument which predicts the CLF.
The factors by themselves describe the instrument by
delineating the importance of certain dimensions and items.
However, when these dimensions and items are used in prediction, many items drop out of the picture.
relatedness of many of the items was

The inter-

ignored when one

examined the multiple regression equation using these items
as predictors.
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The CLF is a means of determining wellness on a global
index, supposedly by using the individual items on the client
outcome measure to predict itself.

However, the instrument

as a whole and its factor groupings accounted for little
variance.

The multiple regression equations delineated some

items relevant; but when one employs forced categories, the
relevancy declines due to the inclusion of irrelevant items
in prediction.

Consequently, it implies that the CLF was

selecting on item designations as applied by the therapists.
Therefore, the degree of convergent validity between the
two measures is questionable.

The inherent weakness of the

CLF was that it was being extracted on a select group of
items lnd not on the total dimensions of functioning for the
CMI's.

The CLF was not sufficient as a global index.

Apparently what the therapists identifiee as relevant information about their CMI's was not what they really evaluated
those clients upon.
From a psychometric standpoint, the inclusion of eight
items was sufficient to predict the CLF because they accounted
for approximately all of the variance in the criterion and,
therefore, provided the best set as a total scale.

However,

an item grouping which predicts the CLF may not be the best
alternative for evaluating "wellness" in the CMI population.
The 19-item, five factor solution identified statistically
addresses a broader set of characteristics which had been
given credibility previously by the therapists in the process
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of scale development.

The remaining ten items, while adding

no psychometric strength to the scale, may well give clinical
information judged worthwhile by the therapist.

The inherent

rationale in scale development was to shorten the client
outcome measure,

For utility purposes, the 19-item set

seems most appropriate; however, for descriptive use the
entire scale might be warranted.

The final decision belongs

to BR MH/MR.
A further justification for the additional ten items is
found in the APA (1980) suggestion that a certain amount of
redundancy promotes reliability.

Many behavioral domains

are multidimensional, and a lack of correlation among dimensions or items may merely be reflective of a lack of correlation in the content domain sampled.

Therefore, it may

be appropriate to include these uncorrelated parts in the
scale.
The internal consistency reliabilities obtained substantiated the aforementioned for the inclusion of the items
identified via the factor analytic procedure.

The therapists

demonstrated through their videotape ratings and the original
ratings that the dimensions and the items that identified
the dimensions were adequate in describing the behavioral
domain.

The discrepancy between the obtained alphas in

he

two samples may be the result of the degree of adequacy and
heterogeneity of the behavior domain sampled.

It was unlikely

that any given client provided information on every aspect of
functioning, thereby limiting the adequacy of the behavior
domain.
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The problem of differential rater familiarity with
client performance was avoided because videotapes were used
Systematic differences in the nature of the

(Borman, 1974).

ratings exist as a function of a therapist's relationship
with his or her client.

The videotape client provided a

common frame of reference for all therapists.

Additionally,

the degree of rater agreement was attainable only through
the use of the videotape scenarios.

The scenarios, as con-

structed, seemed to adequately reflect three different
levels of client functioning, even though some areas were
not depicted (i.e., quality of work and appropriateness of
sexual behavior).

The videotapes were a true simulation of

therapeutic sessions because the behavioral indices covary
with one another in a similar direction as in the real
world.

It was evident during therapeutic sessions

that

the CMI client manifested his or her behavioral indicators
on very similar levels of functioning.
Overall, intraclass correlations obtained (ICC of a
single rater) on the dependent variables were sufficient to
indicate inte'!- -rater reliability.

The results demonstrated

that the raters were interchangeable due to their agreement in
their ratings.

The low and questionable reliabilities for

items 9 and 29

and Factor two may have been the result of

the ambiguous manner in which these behaviors were portrayed
in the videotapes.

The existence of rating errors was

minimal, probably due to the behavioral nature of
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the rating scale anchors and the dimensions to be rated which
were clear and precise.

The result was the rater's clarity

about each characteristic to be rated.
In retrospect, two major issues addressed in this section
were the CLF ratings and the establishment of a broader new
rating scale, i.e., the client outcome measure.

The CLF

global index allowed the therapists to ignore many relevant
areas and to dwell on selected characteristics of the CMI's.
The client outcome measure by its identified clusters force
the therapists to attend to a full range of behaviors which
they have deemed important and, therefore, which may be more
advantageous than the global index.

In addition, the

inherent probelms discussed early in the section were
specific to the development of this client outcome measure
but probably are generalizable to situations in other community mental health centers and business organizations
as well.

The reader is cautioned to avoid the pitfalls

attendant to working with organizations with initial
pragmatic needs to be met but which may be expanded in scope
in the future.

When an instrument is developed to meet the

early needs of an organization, it should be subjected to
psychometric verification of reliability and validity to
allow expanded utilization in the future.

APPENDIX A
Therapeutic Categories of Importance

A.
1.
2.
3.
4.

PHYSICAL FUNCTIONING

eating
sleeping
hygiene/grooming
use of medication
E.

1.

Adaptation to change
a.
b.
c.
d.
e.
f.

2.

family
friends
social role behavior

Sexuality
a.
b.
c.

4.

independence - dependence
cognitive orientation
locus of control
problem solving
coping abilities (suicide, alcohol & drug abuse)
intensity of symptoms

Building of support systems
a.
b.
c.

3.

SOCIAL RELATIONS

existence of sexual activity with another
appropriateness of:
time factor of:

Personal Adjustment
a.
b.
c.
d.

level of self-esteem
problem solving
coping
dependency of others

C. OCCUPATIONAL FUNCTIONING
(functioning as a worker, student, or homemaker)
1.

Is there an occupation?
A.
B.

No
Yes
a.
b.
c.
d.

level of involvement
level of competency
motivation
utilization of time
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D. USE OF LEISURE TIME
(inc. recreational activities/hobbies)
1.

Is there an initiation of activity?

2.

Individual vs. group activity

3.

Passive vs. active activity
E.

1.
2.
3.
4.
5.
6.

(assertiveness/passivity)

THERAPIST - CLIENT DIMENSION

level of involvement
motivation - degree of:
recognition of problem
level of orientation - (time, place
responsibility - degree of:
realistic goal setting

APPENDIX B
Client Behavioral Rating Scale
(Chronically Mentally Disabled)

Circle One to
Rate the Item
1

2

3

4

A.

Physical Functioning
1.

Eating
1

2

3

4

4

2.

Sleeping
1

3

4

3.

Hygiene/Grooming
1

Medication
needed, insomnia or narcolepsy, sleep
used to avoid
responsibility

4

3

4

4.

Use of Medication
1

Wen medication is required,
exercises sound judgment in
its use
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7

Sloppy appearance, dirth,
requires constant help
from others

Daily routines maintained,
(brushes teeth, etc.) cares
about personal appearance,
manages for himself/herself

12

7

4

Sound sleep patterns, appropriate
length, doesn't
need sleep medication

12

6

Skips meals
or eats compulsively,
diet is imbalanced, weight
fluctuates

Client eats regular
meals, balanced
diet, no significant
weight loses or gains

3

5

4

7

Constant
cases of
abuse of
instructions
for medication use, etc.
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Circle One to
Rate the Item
1

2

3

A.

4

Physical Functioning - Cont.
S.

Degree of Dependence on Medication
1
4

Uses no medication

B.
1

2

3

4

Requires constant medication to
function daily

I.

Social Relations (Adaptation to change under stress)

1.

Independence or dependence
1

4

Client is capable of
functioning without
any outside social
support

1

3

4

2.

2

3

4

3.

Cognitive orientation (can the client accurately
determine time, place, person, situation)
1
4

Locus of Control
1

2

3

4

4.

Problem Solving
1

Client faces problem,
realistically considers
alternatives, and takes
prompt, appropriate
action to resolve issues

7

No awareness
of any
factors

4

Client sees self as the
controlling influence in
his/her life

1

7

Requires constant supervision and
assistance
from others

Constantly aware of all
four factors and realistically evaluates them
1

7

7

Client feels
totally controlled by
his/her
environment

4

Denies problem,
exhibits helplessness,
incapable of
resolving
conflicts
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Circle One to
Rate the Item
3

1

4

B.

I.

Social Relations (Adaptation to change under stress) Cont.

5.

Coping Abilities
1

Frequently
engages in
damaging alternatives, (i.e.,
drugs, alcohol,
loss of job,
alienation of
others)

Strategies employed to
reduce stress, do not
impair social relations,
physical health, job, etc.

1

2

3

4

6.

'7

4

Intensity of Symptoms (when under stress)
4
1
—4Client's
symptom intensity increases
to unmanageable levels

Experiences no increase
in severity of ymptoms

B. II.
1

2

3

4

1.

Social Relations - (Support Systems)
Family
4

Isolated from
family, no
interaction
sought by
client or none
given by family,
family or client
prefers placing
client in
clinic facility

Maintains high degree of
family involvement, feels
close to family members
and is regarded as positive part of the family
unit by family

12

3

2.

Friends
1

Client has significant
number of relationships in
which interest is shown by
friends and client in each
other

7

4

7

Isolated,
actively
avoided by
others, no
desire to seek
contact with
others
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Circle One to
Rate the Item
1

2

3

4

B. II.
3.

Social Relations - (Support Systems) - Cont.
Social Role Behavior
1

4

Performs appropriate in all
routine social settings, i.e.,
shopping, dining out, group
recretional activities, etc.

1

2

3

4

B. III.

Social It's!lations (Sexuality)

1.

Sexual Activity with Another
1

2

3

4

2.

7

4

Significant
change in
sexual activity

Activity level remains
constant with pre-problem
activity levels
1

Constant inappropriate
behavior in
social settings,
i.e., aggression, drunkenness, derisive
comments toward
others, inappropriate
laughter crying,
etc.

Degree of negative concern about sex life
4
1

7

--4
Total preoccupation

No negative concerns

3

1

4

3.

Inappropriate sexual behavior
4
1

No inappropriate behavior;
i.e., no obscene gestures,
suggest no public comments,
public masturbation, exhibitionism
1

2

3

4

4.

7

Frequent occurrences of the
behavior stated

Frequency of appropriate sexual behavior (Rating on this
item implies no positive or negative connotation)
7
4
1

t-

1r--Daily

Once/month

Once/year or
less
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Circle One to
Rate the Item
1

2

3

B. III.

4

5.

Social Relations (Sexuality) - Cont.
Frequency of sexual behavior (inappropriate)
1
4

Never

B. IV.
1

2

3

4

1.

Once/month

2

3

4

2.

Self-esteem
1

4

4

3.

Problem solving (in general not just in cries)
1
4

Constantly procrastinates,
acts helpless,
avoids responsibility

Dependency on others (in general without real pressure)
1
4
7

Totally self-sufficient

C.

7

Degrades self,
"I am ugly,
stupid, dumb,
clumsly, a
loser, etc."

Daily engages in careful analysis of problems,
weighs alternatives and
moves directly to find
solutions
3

Once/month
or less

Social Relations (Personal Adjustment)

Positive self-statements,
feels good about himself,
etc. (Would frequency be
helpful here?)

1

7

Cannot function
without help
from others

Occupational Functioning (work, student, homemaker)
1.

Level of involvement
1

Job is integral part of
life and is placed in
proper perspective with
other life needs such as
family, church, recreation

4

7

Frequent loss
of or detached
attitude toward
job, etc.
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Circle One to
Rate the Item
1

2

3

C.

4

Occupational Functioning (work, student, homemaker) - Cont.
2.

Competency
1

4

Seldom absent or late,
work done on time,
quality of work is good

1

2

3

4

3.

Motivation toward job
1

7

Frequently late
or absent, work
generally incomplete and
of poor quality

4

7
—4-

Ambitious, positive
attitude toward work,
accepts criticisms
constructively

1

2

3

4

4.

Utilization of time
1

Work is considered undesirable, unwilling
to expend effort
for job advancement, looks for
ways to be off
the job while
drawing pay
(disability,
lay-off, unemployment benefits, etc.)

4

7

--1-Frequent procrastination,
wastes time
on unimportant
tasks instead
of tackling
significant
tasks, underproduces
Use of Leisure Time (recreation, hobbies, etc.)
Time on job used
effectively, stays on
task, productivity is
considered to be clearly
acceptable

D.
1

2

3

4

1.

Degree of involvement
1

Actively seeks activities
to fill his leisure time

4

No activities
during leisure
time unless
others organize
activities and
force involvement
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Circle One to
Rate the Item
1

2

3

D.

4

Use of Leisure Time (recreation, hobbies, etc.) - Cont.
2.

Degree of socialization
1

4

Effective in group
leisure activities,
enjoys leisure time
with others and actively
seeks such interaction
1

?

3

4

3.

Degree of active involvement
1

Prefers to be
alone during
leisure time,
avoids group
activities

4

Enjoys active participation,
prefers doing things personally as opposed to watching
others

E.
1

2

3

4

3

4

7

Prefers a
spectator role,
wants to spend
leisure time
watching T.V.,
etc.

Therapist-Client Dimension
1.

Level of involvement
1

4

Highly involved, actively
offers relevant information, maintains attention,
communicates openly, etc.
1

7

2.

7

Client is withdrawn, distant,
resistant,
hostile, etc.

Degree of motivation toward therapy
1
4

Very positive, always
punctual, facilitating,
goal-directed, etc.

Frequently
misses nonchemo appointments, attend
only to get
medication, or
remain eligible
for disability
benefits, etc.
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Circle One to
Rate the Item
12

3

4

E.

Therapist-Client Dimension (Cont.)
3.

Recognition of problem
1

4

Insightful, aware,
sensitive to changes
within self, etc.

1

2

3

4

4.

Degree of responsibility
1

Shown no insight
into personal
problems,
utilizes techniques to avoid
recognition of
problem (defense
mechanisms), etc.

4

Stable, dependable, assumes
personal responsibility for
actions and were appropriate
shows willingness to commit
to a plan of action

12

3

4

S.

Realistic goal setting
1

Sees need for change,
identifies resources
for accomplishing change,
sets clearly realistic goals
appropriate for remedying his
specific problems

7

7

Client denies
any responsibility for
getting better,
claims that
the therapist
carries that
responsibility
(make me better
doctor!)

4

7

Sets no goals
due to no
insight into
personal problem, sets
unreachable
goals, or sets
inappropriate
goals

SS#
I.D.#
Date

3.

4.

5.

Daily routines maintained
(brushes teeth, etc.) cares
about personal appearance, manages
for himself/herself.

When medication is required,
exercises sound judgment in
its use.

Uses no medication or needs
minimal medication to maintain
normal functioning.

AN/A

A N/A

A N/A

2.

Sound sleep patterns,
appropriate length,
does not need sleep medication.

AN/A

1.

Client eats regular meals,
balanced diet, no significant
weight losses or gains.

Constantly abuses instruction for
medication use, requires supervision
to take medication, losses medication.

Sloppy appearance, dirty, requires
constant help from others; poor
hygiene, inappropriate attire.

Medication needed; insomnia or
narcolepsy; sleep used to avoid
responsibility; sleeps days,
awake nights.

Won't follow restricted diet,
loss of appetite, dehydration,
regularly skips meals or eats
compulsively, diet is imbalanced,
weight fluctuates, requires
hospitalization.

Degree of Dependence on Medication
Requires constant medication to
1 2 3 4 5 6 7 8
function daily, requires placebos
poor-to-marginal remission of
symptoms despite medication.

1 2 3 4 5 6 7 8

Use of medication

1 2 3 4 5 6 7 8

Hygiene/Grooming

1 2 3 4 5 6 7 8

Sleeping

1 2 3 4 5 6 7 8

Eating

Physical Functioning

AN/A

A.

To the Staff: Please indicate for each item whether it applies to your client. If so, circle A. If the item does
not apply to your client, circle N/A. You are to rate each client by selecting for each item the behavioral example
that best describes their behavioT—Ty circling the number most representative. A client need not demonstrate all
behaviors to be appropriately rated on any one item.

Rating Instructions:

Appendix C

co

Client able to identify
problem and can accept
alternatives for help.

Strategies employed to reduce
stress, enhance social relations, physical health, job,
etc.

Maintains high degree of family
involvement, feels close to family
members and is regarded as positive
part of the family unit by family.

A N/A

A N/A

A N/A

1.

B. II.

5.

4.

3.

Client sees self as the
controlling influence in his/
her life, but recognizes that
some aspects of life are not
controllable.

A N/A

1.

2.

Client is capable of functioning
with normal social support, even
within a strange environment.

I.

Constantly aware of all four
factors and realistically
evaluates them.

A N/A

A N/A

B.

Allows others to act for him;
refuses to make simple decisions,
requires constant supervision and
assistance from others even within
familiar environment.

Frequently engages in damaging
alternatives (i.e., drugs, alcohol,
loss of job, alienation of others,
gives up.)

Denies problem, exhibits helplessness, incapable of resolving
conflicts.

Client feels totally controlled
by his/her environment; makes
no attempt to take control.

No awareness of any factors.

1 2 3 4 5 6 7 8

Family

Family places client in chronic care
to avoid dealing with him, client
options for chronic care because he
can receive social support there,
isolated from family, no interaction
sought by client or none given by
family.

Social Relations (Support Systems)

1 2 3 4 5 6 7 8

Coping abilities

1 2 3 4 5 6 7 8

Problem Solving

1 2 3 4 5 6 7 8

Locus of control

1 2 3 4 5 6 7 8

Cognitive orientation (can the client accurately
determine time, place, person, situation?)

1 2 3 4 5 6 7 8

Independence or dependence

Social Relations (Adaptability)

Sexual Activity with another
Significant change in sexual activity,
absence or predominately inappropriate
1 2 3 4 5 6 7 8
sexual behavior.
Degree of negative concern about sex life
Total preoccupation.
1 2 3 4 5 6 7 8
Inappropriate sexual behavior
Frequent occurrences of socially
unacceptable behaviors displayed at
8
7
6
1 2 3 4 5
inappropriate times.
Social Relations (Personal Adjustment)

1.

2.

3.

IV.

Activity level remains constant
with pre-problem activity levels.

No negative concerns.

No inappropriate behavior, i.e.,
no obscene gestures, no suggestive
comments, no public masturbation,
no exhibitionism.

Positive self-statements, feels
good about himself, etc. Selfacceptance when failure is encountered.

A N/A

A N/A

A N/A

AN/A

B.

1.

B. III.

1 2 3 4 5 6 7 8

Self-esteem

Degrades self, "I am ugly, stupid,
dumb, clumsy, a loser, etc.".

Social Relations (Sexuality)

1 2 34 5 6 7 8

Social Role Behavior

Constant inappropriate behavior in
social settings, i.e., aggression,
drunkenness, degrading comments
toward others, inappropriate laughter,
crying, begging, etc.

3.

Generally performs in all routine
social settings, i.e., shopping,
dining out, group recreational
activities, etc.

1 2 3 4 56 7 8

AN/A

Isolated, actively avoided by others,
no desire to seek contact with athers,
hostile toward peers, cannot maintain relationships.

2.

Client and their friends show
reciprocal interest.

Friends

Social Relations (Support Systems)-Cont.

A N/A

B. II.

CO

1.

2.

1.

2.

Job is integral part of life and
5s placed in proper perspective with
other life needs such as family,
church, recreation, positive attitude
toward job; accepts criticism
constructively.

Seldom absent or late, work
done on time, quality of work
is good.

Actively seeks activities to
fill his leisure time.

Effective in group leisure
activities, enjoys leisure time with
others and actively seeks such
interaction.

A N/A

A N/A

A N/A

A N/A

D.

1 2 3 4 S 6 7 8

Dependency on others
during daily activities

Cannot function without help
from others, help needed to
prepare meals, grooming,
etc.

Problem solving in daily activities
Constantly procrastinates, acts
helpless, avoids responsibility.
1 2 3 4 5 6 7 8

Social Relations (Personal Adjustment)-Cont.

Frequently late or absent, work
generally incomplete and of poor
quality.

Competency

1 2 3 4 5 6 7 8

Degree of socialization

1 2 3 4 5 6 7 8

Utilization of leisure time

Prefers to be alone during leisure
time, avoids group activities.

No activities during leisure time
unless others organize activities
and force involvement.

Use of Leisure Time (recreation, hobbies, etc.)

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

Frequent loss of or detached
attitude toward job, seeks disability benefits or unemployment
benefits rather than working, etc.

Level of involvement

Occupational Functioning (work, student, homemaker)

3.

Totally self-sufficient.

A N/A

C.

2.

Daily engages in analysis
of problems, weighs alternatives and moves directly to
find solutions.

TV.

A N/A

B.

2.

Very positive, always punctual,
facilitating, goal directed, etc.

Insightful, aware, sensitive to
changes within self, ect.

Stable, dependable, assumes personal
responsibility for actions that were
appropriate, shows willingness to
commit to a plan of action, meets
financial obligations.

Sees need for change, identifies
resources for accomplishing change,
sets clearly realistic goals
appropriate for remedying his
specific problems.

A N/A

A N/A

AN/A

A N/A

5.

4.

3.

1.

Highly involved, actively offers
relevant information, maintains
attention, communicates openly,
etc.

1 2 3 4 5 6 7 8

Realistic goal setting

1 2 3 4 5 6 7 8

Degree of responsibility

1 2 3 4 5 6 7 8

Recogniction of problem

1 2 3 4 5 6 7 8

Degree of motivation
toward therapy

1 2 3 4 5 6 7 8

Level of involvement

Therapist-Client Dimension

A N/A

E.

Sets no goal due to poor insight
into personal problem, sets
unreachable goals, or sets
inappropriate goals.

Client denies any responsibility
for getting better, claims that
the therapist carries that responsibility (Make me better,
doctor!), will not follow therapist's suggestions, doesn't pay
financial responsibilities to
Center.

Shows no insight into personal
problems, utilizes techniques to
avoid recognition of problem
(defense mechanisms), etc.

Frequently misses non-chemotherapy
appointments, attends only to get
medication or remain eligible for
disability benefits, uncooperative
with therapist.

Client is withdrawn, distant
resistant, hostile, etc.

CO
pga.

S.S.#
I.D.#
DATE

A

A N/A

A

3.

4.

S.

N/A

N/A

N/A

A

2.

N/A

A

1.

No inappropriate sexual behavior;
i.e., no obscene gestures, no
suggestive comments, no public
masturbation, no exhibitionism.

Client sees self as the controlling influence in his/
her life, but recognizes
that some aspects of life
are not controllable.

Client eats regular meals,
balanced diet, no significant weight losses or gains.

Client able to identify
problem and can accept
alternatives for help.

Generally performs in all
routine social settings,
i.e., shopping, dining out,
group recreational activities,
etc.

1 2 3 4 5 6 7 8

1 2 3 4 S 6 7 8

1 2 34 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

Frequent sexual occurrences of
socially unacceptable behaviors
displayed at inappropriate times.

Client feels totally controlled by
his/her environment; makes no
attempt to take control.

Won't follow -estricted diet, loss
of appetite, dehydration, regularly
skips meals or eats compulsively,
diet is imbalanced, weight fluctuates, requires hospitalization.

Denies problem, exhibits helplessness, incapable of resolving conflicts.

CO

Constant inappropriate behavior in
social settings, i.e., aggression,
drunkenness, degrading comments
toward others, inappropriate laughter,
crying, begging, etc.

To the Staff: Please indicate for each item whether it applies to your client. If so, circle A. If the item does
not apply to your client, circle N/A. You are to rate each client on each relevant item by choosing the example of
behaviors that comes closest to describing the behavior of the person you are rating. Circle the number most representative of client.

Rating Instructions:

Appendix D

A

A

A

A

A

A

A

6.

7.

8.

9.

10.

11.

12.

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Insightful, aware, sensitive to
changes within self, etc.

Daily routines maintained
(brushes teeth, etc.), cares
about personal appearance,
manages for himself/herself.

Effective in group leisure
activities, enjoys leisure time
with others and actively seeks
such interaction.

Sexual activity level remains
constant with pre-problem
activity levels.

Constantly cognitively aware of
factors time, place, person
situation and realistically
evaluates thew.

Highly involved in client-therapist
relationship, actively offers
relevant information, maintains
attention, communicates openly,
etc.

Very positive about therapy,
always punctual, facilitating
goal directed, etc.

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

Shows no insight into personal
problems, utilizes techniques to
avoid recognition of problem
(defense mechanisms).

Sloppy appearance, dirty, requires
constant help from others; poor
hygiene, inappropriate attire.

Prefers to be alone during leisure
time, avoids group activities.

Significant change in sexual
activity, absence or predominantely
inappropriate sexual behavior.

No awareness of any factors.

Client is withdrawn, distant,
resistant, hostile, etc.

Frequently misses non-chemotherapy
appointments, attends only to get
medication or remain eligible for
disability benefits, uncooperative
with therapist.

A

A

A

A

A

A

A

13.

14.

15.

16.

17.

18.

19.

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Client and his friends show
reciprocal interest.

When medication is required,
exercises sound judgment in
its use.

Daily engages in analysis
of problems, weighs alternatives and moves directly to
find solutions.

Sound sleep patterns, appropriate
length, does not need sleep
medication.

Sees need for change, identifies
resources for accomplishing
change, sets clearly realistic
goals appropriate for remedying
his specific problems.

Positive self-statements, feels
good about himself, etc. Selfacceptance when failure is
encountered.

Employs strategies to reduce
stress, enhance social relations
physical health, job, etc.

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

Isolated, actively avoided by others,
no desire to seek contact with
others. hostile toward peers, cannot
maintain relationships.

Constantly abuses instructions for
medication use, requires supervision to take medication, losses
medication.

Constantly procrastinates, acts
helpless, avoids responsibility.

Medication needed; insomnia or
narcolepsy; sleep used to avoid
responsibility; sleeps days,
awake nights.

Sets no goal due to poor insight
into personal pi,l.lems, sets
unreachaLle goals, c- sets inappropriate goals.

Degrades self, "I am ugly, stupid,
dumb, clumsy, a loser, etc."

When coping frequently engages in
damaging alternatives (i.e., drugs,
alcohol, loss of job, alienation
of others, gives up).

03

A

A

A

A

A

A

A

20.

21.

22.

23.

24.

25.

26.

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Uses no medication or needs
minimal medication to maintain normal functioning.

Seldom absent or late to work,
work done on time, quality of
work is good.

Maintains high degree of family
involvement, feels close to
family members and is regarded
as positive part of the family
unit by family.

Totally self-sufficient.

When under stress experiences
no increase in severity of
symptoms.

Actively seeks activities
to fill his leisure time.

Stable, dependable, assumes
personal responsibility for
actions that were appropriate,
shows willingness to commit to
a plan of action, meets financial
obligations.

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 3

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

Requires constant medication to
function daily, requires placebos,
poor-to-marginal remission of
symptoms despite medication.

Frequently late or absent, work
generally incomplete and of poor
quality.

Family places client in chronic care
to avoid dealing with him, client
options for chronic care because
he can receive social support there,
isolated from family, no interaction
sought by client or none given by
family.

Cannot function without help from
others, help needed to prepare
meals, grooming, etc.

When under stress client's symptom
intensity increases beyond client's
ability to cope in any form;
hospitalization required.

No activities during leisure time
unless others organize activities
and force involvement.

Client denies any responsibility
for getting better, claims that
the therapist carries that responsibility (Make me better,
doctor!), will not follow therapist's suggestions, doesn't pay
financial responsibilities to
Center.

A

A

28.

29.

30.

A

27.

N/A

N/A

N/A

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

1 2 3 4 5 6 7 8

Enter Current Level of Functioning for this session.

No negative concerns about
sexuality.

Client is capable of functioning
with normal social support even
within a strange environment.

Occupation, whether work,
student, or homemaker is
integral part of life and
is placed in proper perspective
with other life needs such as
family, church, recreation;
positive attitude toward job;
accepts criticism constructively

Total preoccupation with sexual
problems.

Allows others to act for him;
refuses to make simple decisions,
requires constant supervision and
assistance from others even within
familiar environment.

Frequent loss of or detached
attitude toward job, seeks
disability benefits or unemployment benefits rather than
working, etc.

co

Appendix E
ORIENTATION - Rating the videotapes

The purpose of your attendance here today and for the next two
weeks is to establish the degree to which you, as therapists, are using
the client outcome measure consistently. Consistently refers to the
level of agreement among raters across dimensions in evaluating a
client's performance. It also provides an index for the relative usefulness of a scale. The higher the inter-rater agreement, the Letter
we can determine the degree of effectiveness of the entire program for
the CMI's and substantiate continued funding. The scale also provides
you with a descriptive profile of your caseload, as well as all CM1's
in the study.
You will be viewing a videotape today depicting an interview between
a therapist and a chronic mentally ill client. The interview is a reenactment of a 'typical' chrcnic. The multidimensionality of behavior
is portrayed in the film. Therefore, it is important that you view the
video as objectively and accurately as possible to justify a given rating on any dimension of the scale. Try to place yourself in the role
of the therapist and observe the many facets of her behavior as you
would any other CMI that you see in your office. Try to avoid any
prior impressions that you may have of the client; treat the individual
as a case with obvious behavioral manifestations.
You will now be given a case description of Mary Ann. Read it
carefully. You all now have a common base of information upon which to
view the videotape interview.
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Case History
Mary Anne Jones
DATE

September, 1982

PRESENTING PRCBLEM:
Mary Anne has been in treatment for 10 years. She experiences freefloating anxiety and depression. She has had paranoid delusions and is
preoccupied with religious thoughts. Mary has heard the 'devil beckoning her'. She is fearful that her husband will leave her forever. At
times she has 'panic attacks', feels incapacitated and not capable of
carrying out her daily routines. She occasionally withdraws from
involvement with the external environment.
BACKGROUNE INFCRMATTON:
Mary Anne is a 49 year old caucasian female who currently lives with her
husband (of 28 years). She has four children, all of whom are married
and live elsewhere, (her daughter lives in the next town). Her husband
is a farmer and she is a homemaker. Mary Anne is very religious and
this, at times, interferes with her marital relationshir. her husband
is not as religious and she doesn't like to go to church by herself.
Mary Anne thinks it is a disgrace to attend by herself and is very
concerned aboit what others would say.
Approximately 8 years ago, they were separated for 7 months. Mr. Jones
was apparently going through mid-life crisis and she said "he needed to
be alone". During that time, Mary Anne dated a man whom she later found
out was bisexual. Wher she found this out, she was overcome with guilt,
experienced difficulty sleeping and began to hear voices telling her
that she will go to hell for keeping company with that man.
Mary Anne was then hospitalized for several months. The voices were
occurring more frequently and she became incapable of caring for the
house, as well as herself. The same time the following year she was
again hospitalized for the same symptoms. Since the second hospitalization, Mary Anne has been seen at Comp Care as an outpatient. She has
been receiving medication on a regular and continuous basis.
Her symptoms tend to be more severe when the cold weather begins to set
in. It was during the colder months of the year that she originally
started experiencing these symptoms. She is still upset and afraid
that John will leave her for what she has done.
At this time she can no longer care for her garden; one of her outlets
for involvement, besides tending to her grand children during the summer
her she is with them she seems to be a somewhat content and
months.
responsible person.
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MENTAL STATUS: DESCRIPTIVE:
voie - monotonous and face expressionless
inappropriate laughter
dresses plainly
eyes wander
figidity almost to the point of occasional trembling

MENTAL STATUS: COGNITIVE FUNCTIONS:
lack of problem solving and goal setting abilities
fails to take responsibility for making any charges
at tires, experiences a sensse of hopelessness

DISPOSITION AND OMER COI4iENTS:
Short range goals - continue receiving medication, attend screening sessions, avoid rehospitalization, client to report of keeping
house and herself including the plans for doing so.
Long range goals - increase self-sufficiency and sense of selfworth, decrease occurrences of delusions and hallucinations.
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Rating Instructions

You now have in front of pu a copy of the client outcome measure.
For each item, there are examples of behaviors that range from examples
of poor performance to examples of excellent performance. These examples
have been generated by you and therefore they should be clear and
unambiguous. Please read each item carefully and consider the full
continuum for each item. Treat every question independently of the
ones preceding and following (try to recall what the individual did or
said to deserve the rating that you made).
You are to rate this client by selecting for each item the
behavioral example that best describes her behavior. Indicate your
selection by circling the number from 1-8. If an item is not applicable, indicate it by circling N/A. Try to avoid this when an item
is merely difficult to make a choice among the listed statements.
Read each item independently and the example of behaviors that comes
closest to describing the behavior cf the person you are rating.

Reference Notes
Barren River Mental Health/Mental Retardation Board, Inc.
Clinicians Handbook, Bowling Green, Kentucky, May, 1981.
2. The differential factor loadings for including items

in the

factors was necessitated by the pattern of factor loadings.

Factor two had too few items loading above .7

to use the criterion for factor one.

Factor three had

no factor loadings above .6, hence a cut-off of .5 was
used.
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